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Phillips, W. C.: The Diagnosis and Treatment of 
Septic Sinus Thrombosis. J. Am. M. Ass., 1923, 
Ixxxi, 633. 

Septic erosions of the inner table of the temporal 
bone occur most commonly in the tegmen or about 
the knee of the sigmoid sinus. Septic thrombosis 
within the sinus is rare considering the frequent 
exposure to infection of the overlying dura. 

Phlebitis and thrombosis of the lateral sinus or 
internal jugular vein may result from: (1) an 
anatomical bony opening in the parietal wall; (2) 
the direct extension of a purulent bone lesion; (3) 
involvement of the smaller veins of the diseased 
bone; or (4) disease of the intermediate anasto- 
motic veins in the thrombotic area. 

The diagnosis of septic sinus thrombosis is based 
upon ear infection, bacteremia, a septic tempera- 
ture, chills, and nausea. The temperature curve is 
similar to that of erysipelas with delayed sur- 
face manifestations. Extensive postoperative non- 
erysipelatous cellulitis of the scalp begins with a 
sudden rise in the temperature and a chill suggesting 
sinus involvement. The diagnosis of atypical cases 
requires exhaustive study by all known methods. 
If general symptoms of septicemia do not appear, 
these and even typical cases may recover without 
operation. However, a high temperature for several 
days after a mastoid operation, especially when it 
is associated with necrosis of the bone over the 
lateral sinus, bacteremia, leucocytosis, and a high 
polymorphonuclear percentage and when there are 
no other complications, calls for exploration of the 
sinus. The presence of necrotic or sloughing spots 
on the sinus wall is strong evidence of blood-stream 
infection. Sinus pulsation may continue after a 
large clot is formed. Absence of pulsation and a 
doughy consistency on pressure suggest a thrombus. 
The localization of the thrombosis in bilateral 
mastoiditis is difficult. The author exposed both 
sinuses for inspection, palpation, and aspiration. If 


87 


HEAD AND NECK 


no blood was withdrawn the sinus was considered 
thrombosed. If blood was aspirated, it was cul- 
tured to determine which side showed the highest 
bacteremia. After diagnosis the complete operation 
was performed. 

In the author’s opinion, treatment by repeated 
blood transfusion from properly matched donors is 
of very great importance. Children may be given 
from 300 to 400 c.cm., and adults much larger 
quantities. In two or three days the transfusion 
may be repeated. A number of undoubted cases 
of lateral sinus thrombosis occurring in bilateral 
mastoiditis have been reported in which reliance 
was placed on transfusion in preference to opera- 
tion. 

The author ligates the jugular vein in its lowest 
portion rather than above the facial branch, and 
prefers this to complete dissection because it is 
simple and quick, and just as effective. The vein 
should be doubly ligated and divided. The li- 
gation wound heals promptly and with less de- 
formity than a resection wound. 

A postoperative lateral sinus complication is the 
accumulation of pus in the jugular bulb. If neces- 
sary, the bulb region may be opened freely from the 
mastoid wound. The sinus is incised and packed 
after the clot has been removed. 

Ballance and Charpy describe the anastomotic 
channels for venous return from the cranium as 
follows: 

1. The foramen magnum plexus (the uppermost 
spinal plexus) anastomoses with the transverse 
occipital sinus in front and with the posterior oc- 
cipital sinuses behind. The foramen magnum plexus 
or their collecting trunks, the vertebral and posterior 
jugular veins, anastomose with the posterior con- 
dyloid emissary vein and the mastoid emissary vein. 
The communication here is so extensive that it 
will carry the blood of the entire skull after ligation 
of both jugular veins. In the fetus and the new- 
born infant the cranial surface of the lower half of 
the occipital bone is covered with a network of 
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large veins which carry the blood from the torcu- 
lar herophili to the jugular. With development, 
these veins become occipital sinuses. 

2. By the ophthalmic vein and its branches the 
blood may enter the facial and temporal veins. 

3. The middle meningeal veins communicate with 
the superior longitudinal sinus and the pterygoid 
plexus. 

4. Innumerable accessory connections are formed 
between the origin of the external jugular, the 
facial portion of the internal jugular, and the origin 
of intracranial veins everywhere over the vault and 
the base of the skull. =Watrter C. Burket, M.D. 


Bonnet and Michon: Epithelioma of the Cheek 
Treated with Radium Needles (Epithélioma de 
la joue traité par la radium puncture). Lyon chir., 
1923, XX, 339. 

In the case reported a large ulcerating tumor de- 
veloped on the mucous membrane surface of the cheek 
and during the course of a year eroded its way through 
the cheek. Several haemorrhages occurred from in- 
volvement of the facial artery. 

Eight needles, each containing 4 mgm. of radium, 
were inserted into the growth and allowed to remain 
in place for seven days. Fifteen days later the mu- 
cous membrane ulceration had regressed greatly and 
only a small scar was visible externally. Microscopic 
sections proved the diagnosis of epithelioma. 

It is pointed out that if the lymphatics are in- 
volved, which was not true in this case, metastases in 
these structures are very much more resistant to 
radium than the primary lesion. 

LoyaL FE. Davis, M.D. 


EYE 


Morgan, J. A.: Ocular Disease from Nasal Acces- 
sory Sinus Involvement. Am. J. Ophth., 1923, 3 
S. V1, 737- 

Morgan reports four cases which he summarizes as 
follows: 

Case 1. Retrobulbar optic neuritis with central 
scotoma and marked deterioration of vision due to 
ethmoid disease and chronic tonsillitis. No eye- 
ground changes. 

Case 2. A retrobulbar case due to disease of the 
maxillary sinus. 

Case 3. Extrabulbar muscle involvement due to 
disease of the maxillary sinus. No apparent involve- 
ment of the optic nerve. 

Case 4. A retrobulbar case with hyalitis due to 
extensive sinus disease. Tuomas D. ALLEN, M.D. 


Doyne, P. G.: Tournay’s Reaction. Brit. J. Ophth., 
1923, VU, 420. 

Doyne examined forty cases of general paralysis 
in the insane to determine the presence of Tournay’s 
reaction (‘‘isocoria being the rule in anterior fixation, 
anisocoria becomes the rule in lateral fixation’’). 
The reaction was present in fifteen, absent in eight- 
een, doubtful in four, and unilateral in three. 


Twenty of the subjects had Argyll-Robertson pupils, 
In fourteen of the latter Tournay’s reaction was ab- 
sent, in four it was present, and in one it was doubt- 
ful. Vircit Wescott, M.1). 


Holth, S., and Berner, O.: Congenital Miosis or 
Pinhole Pupils Owing to Developmental Faults 
of the Dilatator Muscle. Brit. J. Ophth., 1923. vii, 
401. 


Holth and Berner report the occurrence of con- 
genital miosis in two sisters and a brother. The 
parents were cousins. The father also had small 
pupils but refused examination. Following the in- 
stillation of atropine the pupils dilated poorly, 
There was no history of squint. The muscle balance 
for far and near was good. The youngest subject 
suffered with spasm of accomodation and_head- 
ache; these were relieved by mydriatics. The girls 
were myopic and the boy was emmetropic. In twi- 
light, vision was very poor. The pupils did not react 
to light or convergence. There was no pupillary 
membrane and no synechia. At postmortem exam- 
ination the dilator pupille and the inner limiting 
membrane were found defective. 

The treatment of such cases consists in the use of 
mydriatics and iridectomy. 

Vircit Wescott, M.D. 


Snyder, W. H.: The Etiology and Diagnosis of 
Glaucoma. Ohio Slate M.J., 1923, xix, 642. 

Vail, D. T.: Concerning the Surgical Treatment of 
Glaucoma: With Special Reference to a Modi- 
fied Elliot-LaGrange Technique. Ohio State M.J., 
1923, XIX, 645. 

SNYDER states that all cases of glaucoma have 
the same etiology. The condition is a dystrophy of 
the eye characterized anatomically by vascular and 
nervous degenerations and clinically by a hyper- 


secretion following hypo-excretion. Too much im- 


portance has been ascribed to age, arteriosclerosis, 
the size of the lens, and sex as etiological factors, 
since chronic simple glaucoma is much more com- 
mon in myopes and young adults than is generally 
believed. Cyclitis as an etiologic factor should be 
given more attention. 

In suspicious cases glaucoma should be assumed 
until it is eliminated by tests. The diagnosis will 
be confirmed by a positive history, visual and re- 
fraction tests, increased tension, and changes in 
the blind spot or central scotomata. The signs 
usually considered pathognomonic of glaucoma oc- 
cur late in the disease. 

Vat discusses the surgical treatment of glaucoma 
under four heads: 

1. Acute inflammatory glaucoma, characterized 
by the sudden onset of great pain, marked oedema, 
chemosis, redness, and rapid loss of vision. This 
is treated by a von Graeffe iridectomy and the cure 
is usually permanent. 

2. Subacute inflammatory glaucoma, character- 
ized by exacerbations of hypertension with intervals 
of apparently normal vision and slight or no ophthal- 
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moscopic evidences. Although eserine will abort 
each attack, operation should be performed before 
great damage is done. The Smith iridectomy is 
the author’s choice of operation as it usually es- 
tablishes normal tension. 

3. Secondary glaucoma. This may or may not 
require surgical interference, depending on its cause. 
In some cases of cyclitis, paracentesis of the cornea 
may be necessary. After a needling or a traumat- 
ic cataract, corneal section with washing out of 
lens material may be indicated. 

4. Simple glaucoma characterized etiologically, 
according to Fischer and Lane, by arteriosclerosis of 
the nutrient vessels supplying the globe of the eye 
and clinically by a gradual decrease in vision and 
fields without a corresponding increase in tension. 
This should be operated upon before it is too far 
advanced. The author gives the following rule: 
drop eserine solution into the eye sufficiently, often 
to prevent hypertension so long as there is no 
further loss in visual acuity or in the field of vision, 
but operate when eserine drops fail to control the 
tension and maintain the acuity and field of vision 
in statu quo. In the author’s cases a modified Elliot- 
La Grange operation has given the best results. 
The corneo-scleral junction is trephined and the 
iridectomy done through this opening. The opening 
is then enlarged by means of a 3-mm. scissors-cut 
from each side parallel with the periphery of the 
cornea. Manrorp R. Wattz, M.D. 


Mann, I. C.: Some Suggestions on the Embryology 
of Congenital Crescents. Brit. J. Ophth., 1923, 
vii, 359. 

The cases considered are the crescents that are 


' congenital, stationary, unaccompanied by degenera- 


tive changes, not necessarily associated with any one 
error of refraction, and most frequently situated be- 
low the disk. 

In the formation of a crescent it is essential that 
the pigmented outer layer of the optic cup should 
not quite reach up to the insertion of the optic stalk 
as shown by ophthalmoscopic and microscopic study. 
The preponderance of inferior crescents is explained 
by the normal development of the disk with the 
choroidal fissure as the determining factor. There is 
a true anomaly of development of the edge of the 
disk not merely an oblique insertion of the nerve or 
atrophy of any of the layers. This anomaly occurs 
in the closure of the choroidal fissure, there being an 
eversion of the unpigmented inner layers of the optic 
cup along the edges of the cleft in the upper part. It 
may be looked upon as developmentally homologous 
with the cauda of birds and other animals; in the 
normal human embryo the architectural basis of the 
cauda is present, though small. 

All congenital crescents have in common the fail- 
ure of the pigment to reach the edge of the nerve and 
the failure of the choroid just beyond the edge of the 
pigment. There is a definite relationship between 
the development of the choroid and pigment. Meso- 
derm develops into choroid when in contact with 
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pigment epithelium, but not when in contact with 
the inner layer. When a localized failure of epithe- 
lium occurs in an area associated with an insertion of 
the optic stalk, one type of congenital crescent may 
be supposed to develop. This explains those con- 
genital crescents not related to the choroidal fissure. 
The occasional atrophy of the sclerotic seen in 
crescents is explained by a relationship of the 
sclerotic condensation to the presence of choroid; 
where the choroid is absent, the sclera is inhibited. 
Manrorp R. Wattz, M.D. 


Gifford, S. R., and Cassidy, W. R.: Some Uses of 
the Slit Lamp. Am. J. Ophth., 1923, 3 s. vi, 730. 


In a case reported by the authors a tentative diag- 
nosis of retinitis pigmentosa was made, but as there 
was a history of specific infection and the Wasser- 
mann reaction was positive, the slit-lamp finding of 
a very thin posterior synechia led to the conclusion 
that the retinal picture was that of a disseminated 
choroiditis due to syphilis. 

Folds in the lens capsule following injury, den- 
dritic ulcer of the cornea, interstitial keratitis in 
its early stages, and cataract are discussed. The 
authors believe that in cases of cataract the slit 
lamp may give information of considerable value in 
the prognosis. Tuomas D. ALLEN, M.D. 


EAR 


Goldstein, M. A.: The Classification of Deafness 
from the Standpoint of its Pathology, Func- 
tional Tests, and Pedagogy. Laryngoscope, 1923, 
XXXili, 657. 

Deafness may be clinically divided into seven 
types, namely the lymphatic, exanthematous, cen- 
tral, otosclerotic, congenital, hereditary, and me- 
chanical. 

The lymphatic type is characterized by a blocking 
in the tubo-tympanic tract, a changed tissue metab- 
olism, and an impairment in the conducting appara- 
tus. Prompt intervention directed toward Wal- 
deyer’s lymphatic ring will relieve the obstruction 
and prevent complications. 

The exanthematous type is characterized etiolog- 
ically by its onset during the local invasion of one 
of the exanthemata, pathologically by more or less 
destruction in the ear, and functionally by impair- 
ment of both ends of the cochlear scale and fre- 
quently an intermittent and irregular attack on the 
rest of the cochlear cells with the formation of tone 
islands. 

The central type is characterized by its total and 
sudden development during an attack of meningitis, 
poliomyelitis, or exanthema with intense febrile 
reaction, in which the nerve trunks have been tox- 
ically invaded and destroyed. 

The otosclerotic type is characterized by its pro- 
gressive development, usually in adult life, a spongi- 
fying or sclerotic change in the labyrinthine capsule, 
little or no change in the membrana tympani, 
diminished perception of low and high tones, pro- 
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longation of bone conduction beyond the normal, 
and, in incipient cases, paracusis. 

In the congenital type there is a biological absence 
of tissue rather than a pathologic destruction or 
degeneration. 

In the hereditary type there is hereditary trans- 
mission of a degenerative element, as in rickets and 
syphilis, which may respond to specific treatment. 

The mechanical type includes all those conditions 
in which the mechanical influences of obstruction 
have not developed permanent secondary pathology 
and in which appropriate treatment will greatly im- 
prove the hearing. 

Another classification to which attention is 
directed is that of nerve deafness, in which five types 
are distinguished: 

1. Deafness due to pathologic changes in the 
end-organs or the acoustic labyrinth (labyrinthine 
type). 

2. Deafness due to pathologic changes in the 
ramus cochlearis and the distributions to the cortical 
centers (central type). 

3. Deafness due to congenital absence or arrest 
in development of a part or all of the filaments 
or branches of the auditory nerve in the acoustic 
labyrinth (labyrinthine type). 

4. Deafness due to congenital absence or arrest 
of development of the ramus cochlearis or its dis- 
tribution to the cortical hearing center (central 
type). 

5. Deafness due to a combination of the four 
groups mentioned (labyrinthine and central type). 

In the differentiation of deafness a functional 
test is absolutely essential. This must include at 
least the use of four forks, C5, C4, base C and 
center C, or their equivalent in other apparatus. 

Manrorp R. Wattz, M.D. 


Jenkins, G. J.: Osteitis Deformans and Otosclerosis. 
J. Laryngol. & Otol., 1923, xxxviii, 344. 


The pathological changes in osteitis deformans 
and otosclerosis are described. The important 
point of similarity in the microscopic appearance 
of the temporal bone in these diseases is osteoporosis. 
In otosclerosis the Rinne test is of first importance. 
A negative Rinne to low tones (below 200) is one of 
the earliest definite signs. This is the case also in 
middle ear deafness, but in otosclerosis the Rinne 
test becomes negative with a much slighter degree of 
deafness than in any form of obstruction deafness. 

Bone conduction is usually diminished in oto- 
sclerosis. The low tone limit is always raised and 
the high tone limit only very slightly affected. 

In otosclerosis, the distance between the point 
at which the patient hears the voice and that at 
which he can distinguish the words spoken is much 
greater than in middle ear or internal ear deafness. 
Persons with typical otosclerosis hear better with 
electrical! aids. 

The author believes that the symptoms and signs 
of typical otosclerosis are due to the site of activity 
of a disease which can produce other forms of deaf- 


ness if it occurs in other parts of the labyrinth; 
therefore he includes these various types of deaf- 
ness in his otosclerosis group. 

The cases of otosclerosis studied from the onset 
of the disease began as cases of pure internal ear 
deafness. 

In osteitis deformans in which the skull bones 
are affected to any marked degree, deafness is pres- 
ent. In the cases studied there was no history of 
family deafness. In its early stages, the disease 
probably involves the labyrinth at some distance 
from the foramen ovale. 

The deafness found in all cases of osteitis de- 
formans affecting the head in a marked degree has 
some of the characteristics of typical otosclerotic 
deafness. 

Against the possibility that the two conditions 
might be identical is the absence of a hereditary 
tendency in osteitis deformans. Otosclerosis usual- 
ly begins in early life; osteitis deformans, in late 
life. No family history of otosclerosis is found in 
osteitis deformans. W. B. Stark, M.D. 


Hempstead, B. E.: Mastoiditis Without Involve- 
ment of the Middle Ear. J. Am. M. Ass., 1923, 
Ixxxi, 1266. 


Three cases of definite mastoiditis without ap- 
parent involvement of the middle ear and, during 
the same period, 500 cases of involvement of the 
middle ear were observed. The term “primary 
mastoiditis” is misleading because it excludes the 
possibility of extension from a middle ear process 
that has cleared up. 

In cases of mastoiditis the infection generally 
comes from the nasopharynx by way of the eusta- 
chian tube, the middle ear, and the aditus ad antrum. 
If the aditus ad antrum is small, it is soon sealed 
off, no drainage being left. The middle ear involve- 
ment may be so slight that it does not cause pain, 
discomfort, fullness, tinnitus, or impairment of hear- 
ing. 

Mastoiditis without apparent involvement of the 
middle ear must not be confused with latent sup- 
purative otitis media which is associated with deaf- 
ness and at times with pain, but in which there is 
no spontaneous discharge of pus. The drum is 
lusterless, full, and sometimes bulging, and pus 
appears on incision. 

Three cases are reported. The first was preceded 
by a furunculosis. The source of infection may have 
been the furunculosis or an otitis media. In the 
second and third cases there was a history of pain in 
the ear which disappeared without treatment in a 
very short time. The swelling of the mastoid was 
the outstanding finding. In all of the cases the 
middle ear structures and the drum as well as the 
findings of the physical examination were negative. 
Marked fullness of the superior canal wall external 
to the isthmus was noted. In all such cases the 
possibility of an antecedent otitis media without 
symptoms must be considered. 

J. GREENFIELD, M.D. 
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NOSE 


Frank, I.: Recent Nasal Fractures. Ann. Otol., 
Rhinol. & Laryngol., 1923, xxxii, 768. 


Of the many appliances used in the past in the 
treatment of the fractured nose, few are employed 
today chiefly because most of them were built to 
meet the requirements of individual or hypothetical 
cases or for application to artificial lesions produced 
on the cadaver. 

Injuries of the nose are divided into two primary 
classes: injuries without loss of tissue, and injuries 
with destruction of bone, cartilage, and soft parts. 
The supporting structures of the nose are subject 
to dislocations and incomplete or complete fracture. 
Practically all fractures of the nose are compound. 

Statistics on fracture from European medical 
centers show nasal fractures to have a frequency 
of from 1 to 1.6 per cent. 

It is generally conceded that in the nose struc- 
tures firm union does not take place until late in the 
second week or even the third week. In the author’s 
opinion, the sheet copper splint is the best retention 
apparatus. This is applied after reduction of the 
fracture with the Carter-Adams forceps. 

In conclusion, Frank emphasizes the importance 
of: (1) asepsis, especially in compound fractures; 
(2) the suture of lacerated skin to minimize scar 
formation; and (3) the use of tetanus antitoxin when 
indicated by the nature of the injury. ‘ 

B. Stark, M.D. 


Blaine, E. S.: The Routine X-Ray Examination of 
the Nasal Sinuses by Four Projections. J. 
Radiol., 1923, iv, 323. 

In X-ray studies of the sinuses for diagnostic pur- 
poses it is advisable to make exposures at four differ- 
ent angles: the 23-degree postero-anterior position; 
the straight lateral projection; the maxillary pro- 
jection, postero-anterior; and the sphenoid, supero- 
inferior. 

The frequently used method of making only one 
or perhaps two exposures (the postero-anterior and 
the lateral) is inadequate for a careful study of the 
four sinuses. 

A single exposure of the ndsal sinuses is meagre 
evidence on which to base an opinion as to the 
presence or absence of sinus disease and favors errors 
in interpretation. 

The two-exposure technique, consisting of a 
frontal and lateral projection, gives satisfactory 
evidence as to the frontal and ethmoid sinuses, but 
does not so well reveal the condition of the maxillary 
and sphenoid cells and therefore is an incomplete 
examination. B. Stark, M.D. 


Unger, M.: Studies in the Use of Suction in Disease 
of the Accessory Nasal Sinuses. Laryngoscope, 
1923, Xxxili, 691. 

Studies were made of the variations in the air 
pressure in the nose during ordinary respiration, 
forced inspiration, and forced expiration, and of the 
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influence of these variations on the air pressure in 
the accessory sinuses. 

It was found that suction was created when the 
subject sniffed strongly, and that ‘auto-suction,” 
produced by inhaling as strongly as possible through 
the nostrils with the mouth closed, is an effective 
means of applying suction to the sinuses. 

The suction pump should be fitted with a vacuum 
gauge more sensitive than those now used and with 
a by-pass valve so that the vacuum can be regulated. 
The vacuum necessary to draw pus from the sinus 
must be ascertained first by using a gauge with auto- 
suction or the pump, and the by-pass valve then set 
for that vacuum. The vacuum should be applied 
intermittently at intervals of a few seconds. The 
patient should be taught to use auto-suction just 
as he is taught to use auto-politzerization. 

B. Stark, M.D. 


MOUTH 


Dunet, C., and Michon, L.: Abscess of the Tongue 
(Les abcés de la langue). Rev. de chir., Par., 1923, 
xliii, 419. 

Abscess of the tongue is the terminal stage of a 
deep parenchymatous glossitis. The rare occurrence 
of this condition is due perhaps to the almost ex- 
clusively muscular structure of the tongue. Males 
are more frequently affected than females, and 
adolescent and adult persons than children. Trau- 
matism, burning, stomatitis, general infections, and 
the various diatheses predispose to this condition. 
The cause is bacterial infection. 

The extremely firm structure of the tongue, the 
intricacy of its muscular fibers, the small amount 
of connective and fatty tissue, and the presence of 
fibro-aponeurotic septa explain the form assumed 
by the suppuration. The firm, delimited mass is 
difficult to differentiate from a solid tumor. The 
suppuration may be median, that is, on either side 
of the septum between the two genioglossus mus- 
cles, or lateral, between the hyoglossus and genio- 
glossus muscles, or situated at the base. 

The onset of the symptoms is variable but is 
usually accompanied by dysphagia, headache, a 
rise in the temperature, pain in the tongue, dysar- 
thria, and general malaise. The tongue becomes 
cedematous and enlarged and complete occlusion 
of the jaws is rendered impossible. The floor of the 
mouth and the cheeks may also become cedematous. 
The subhyoid area is not indurated, but submaxillary 
adenopathy is frequent. It is sometimes very diffi- 
cult to decide whether or not there is suppuration 
with a point of fluctuation. The suppurative pro- 
cess may become encysted and rupture or may be- 
come absorbed without treatment. 

Abscess of the tongue may be easily confused 
with cysts, mycotic lesions, secondary tuberculous 
infections, and Ludwig’s angina. The only curative 
treatment is incision and drainage. 

The authors add two cases to sixteen reported in 
the literature. Loyat E. Davis, M.D. 
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THROAT 


Faunce, C. B.: Varix of the Vocal Cord, a Common- 
ly Unrecognized Pathological Condition, with 
a Histological Study in Sixteen Cases. Laryngo- 
Scope, 1923, Xxxiii, 766. 

Of 117 benign cord tumors removed by operation, 
sixteen proved to be varices. The pre-operative 
histories in these cases were indefinite and offered no 
practical assistance in the diagnosis. In the cases in 
which a Wassermann test was made, it was negative. 
The youngest patient was 16 and the oldest 47 
years of age. The rest were between 22 and 44 
years. Fourteen were men and two were women. 
There had been no evidence of voice strain or loss of 
blood. 

The formation of hyalin fibrin is a most character- 
istic feature of varix. The author has demonstrated 
the possibility of a change in character of the varix 
to that of a true fibroma. 

The article includes six photographs of sections 
showing the most typical of the various stages 
through which a cord varix passes. 

The etiology of varix of the cord is obscure, but it 
is thought that infection and voice strain are factors. 
The clinical picture may or may not be typical or 
suggestive. The condition is not uncommon, but 
often is unrecognized. Small varices may become 
completely absorbed. Large ones may organize, 
leaving a nodular base. In some cases a varix may 
change into a fibroma or papilloma. Recurrence 
after excision is rare. Witiram B. Stark, M.D. 
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Parcelier, A., Venot, A., and Bonnin, H.: Lateral 
Aberrant Thyroids and Their Tumors (Les 
thyroides aberrantes latérales et leurs tumeurs). 
Rev. de chir., Par., 1923, xlii, 393. 


The authors review twenty-five cases of lateral 
aberrant thyroid gland collected from the literature 
and report one case of their own. They define a 
lateral aberrant thyroid as a mass of tissue with the 
structure of the normal or pathologic thyroid gland 
which is situated within an area bounded by the 
median line, the mastoid process, a line tangential 
to the aortic arch, and the clavicle. 

Such aberrant growths are four times more com- 
mon in females than in males. They are usually 
single but not infrequently are multiple. In size they 
vary from that of a hazel-nut to that of the fetal 
head. They are commonly situated just posterior to 
the sternocleidomastoid muscle, beneath the maxilla 
or clavicle. While they are vascular, they are usually 
not adherent to the surrounding structures. Insome 
cases the histologic picture may be that of a tran- 
sition from a benign to a malignant thyroid. 

Aberrant growths may develop from a small piece 
of thyroid tissue which becomes dislocated from its 
normal position at the time of flexion of the neck or 
may arise from the third branchial arch which 
normally gives rise to the parathyroid and thymus 


glands. The treatment should be surgical removal. 
As a rule this is not difficult. 
Loyat E. Davis, M.D. 


Czermak, H.: A Clinical Study of Goiter (Zur 
Klinik des Kropfes). Arch. f. klin. Chir., 1923, cxxii, 
843. 

This is a report of the results in 1,546 cases of be- 
nign goiter. Seventy-three per cent of the subjects 
were females. 

The incidence of goiter is greatest in the second 
decade of life, but in almost half the cases the condi- 
tion begins in the first decade. The right half of the 
thyroid gland is more frequently affected than the 
left; the left lobe more frequently enlarges into the 
thorax. Difficulty in swallowing is common; dis- 
turbances in the cervical sympathetic are due not so 
much to the size as to the firmness and situation of 
the goiter. On careful examination, Horner’s syn- 
drome is frequently discernible, but may be weak. 
The disturbances in the sympathetic very rarely re- 
trogress after operation. The recurrent nerve is 
often injured by the pressure of the goiter. 

Most important is the relation of the goiter to the 
trachea. In 7.6 per cent of the cases reviewed there 
were attacks of suffocation which endangered life. 
Before operation it is extremely important to deter- 
mine the position of the trachea and oesophagus by 
means of the X-ray. Direct tracheoscopy is to be 
avoided as the irritation it sets up may lead later to 
inflammation of the lungs. One of the most disagree- 
able complications is softening of the trachea. In 
two cases tracheotomy was necessary after the opera- 
tion. In the others, fixation of the trachea by sutur- 
ing the two resection stumps to the inner surface of 
the sternocleidomastoid muscle was sufficient. The 
author opposes all methods designed to support the 
trachea during the operation, as by their use the 
surgeon loses the opportunity to judge of the elas- 
ticity of the tube. Immediate tracheotomy is deti- 
nitely indicated after strumectomy when. in spite of 
fixation of the trachea, respiration is obstructed. 
Difficulty in breathing was present in 80 per cent of 
the cases reviewed. In 8 per cent, the trachea as- 
sumed the shape of a sabre sheath. In 14 per cent 
the goiter had caused a distinct pulmonary emphy- 
sema. 

When the heart is affected, the exact responsibility 
of toxic and mechanical influences is difficult to 
determine. Secondary changes in the heart may 
develop also in cases of tracheal stenosis not due to 
goiter. 

In the treatment of goiter, surgery holds first 
place. To date, there is no known effective conserva- 
tive treatment for the common nodular colloid 
goiter. According to Breitner, all agents so {ar 
tested break down the functioning portion of the 
thyroid gland, but are without influence on the e- 
generated nodules. Iodine medication is to be re- 
commended only in cases of simple hyperplasia. 
There is a great difference between treatment with 
iodine, in which considerable quantities are em- 
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ployed, and iodine prophylaxis as at present prac- 
tised. Czermak warns against roentgen treatment as 
it is followed by adhesions which render operation 
difficult later on. 

Patients with congestive and vascular goiters 
should be kept in bed for a long period before opera- 
tion. Affected hearts should be prepared by digitalis. 
In the author’s cases the operation is performed 
under local anesthesia. In exophthalmic goiter the 
skin is not disinfected with iodine. Anesthesia is 
induced by infiltration of the skin. 

In the operation the goiter is exposed in the usual 
manner by a collar incision through the skin and the 
platysma. Both thyroid arteries are ligated and di- 
vided on the side most involved or on both sides. As 
arule, detachment and resection of the isthmus are not 
done. The portions of the gland to be resected are 
stitched around with catgut mattress sutures. Great 
care is taken not to touch the recurrent nerve. A 
glass drain is inserted and removed at the end of 
twenty-four hours. The hyoid muscle is spared in 
only light cases. 

As a rule the operation is bilateral. Hemistrumec- 
tomy is not considered a good operation. Quervain’s 
method of ligating the arteries is not employed as it 
is inconvenient. Operative widening of the entrance 
to the thorax has never been found necessary, even 
in cases of large intrathoracic nodules. 

The most important operative complication is air 
embolism. Restlessness favors this complication. 
As a preventive measure the author recommends 
placing the patient in the recumbent position during 
the operation. If air embolism occurs, immediate 
compression and copious irrigation of the field of 
operation with salt solution should be carried out, 
the pelvis elevated, and oxygen administered under 
pressure. 

Another complication of operation is hemorrhage. 
In six of the author’s cases the ligature on a large 
artery became loosened during the operation and in 
0.33 per cent a late hemorrhage occurred. One pa- 
tient died from late hemorrhage. In most cases the 
cause of death is pressure of the hematoma upon 
the trachea. For this reason drainage is of great im- 
portance. 

Damage to the recurrent nerve is generally as- 
cribed to an error in technique but up to the pres- 
ent time no reliable method of assuring the safety of 
the nerve has been devised. Postoperative hoarse- 
ness was reported by about 3 per cent of the author’s 
patients, but such observations are of no value un- 
less careful and repeated laryngeal examinations are 
made both before and after operation. 

Tetany developed in eleven cases (0.7 per cent). 
In almost every instance the operation had been 
technically difficult. In none of these cases were all 
four arteries ligated. Usually the symptoms appear 
in the first twenty-four hours. In the treatment, in 
addition to the administration of thyroidin and 
parathyroidin tablets and calcium lacticum, the 
parenteral feeding of accessory thyroid gland is to 
be considered. 
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Goiter fever belongs to the most common post- 
operative phenomena. It is attributed to absorption 
from the complicated wound and an infection which 
is scarcely discernible clinically. Drainage is there- 
fore established as a routine measure, primary clo- 
sure of the wound being done only in exceptional 
cases. Partial drainage is better than none. As a 
rule, the drain should remain in place only twenty- 
four hours. 

In 93 per cent of the cases reviewed healing was 
uncomplicated. The most frequent complication 
was fistula formation. In two cases general sepsis 
developed. 

The total number of deaths in the 1,473 cases was 
thirty. Three patients died of carcinoma of the 
larynx, carcinoma of the cesophagus, and aneurism of 
the aorta respectively. These cases show that opera- 
tion should be preceded by a thorough laryngological 
examination. 

Influenza is a serious complication. Accord- 
ing to von Haberer, operation should not be per- 
formed within four months after recovery from 
influenza. 

The permanency of the results of operation de- 
pends very largely on the surgical procedure. 
Eighty-three per cent of the patients who were sub- 
sequently examined or questioned were satisfied 
with the results. Much may be expected from iodine 
prophylaxis. 

According to Hellwig and Klose, the cases re- 
viewed may be divided into two main groups from a 
pathologico-anatomical viewpoint: diffuse colloid 
goiter, 20 per cent, and adenomatous colloid goiter, 
80 per cent. As in other pronouncedly goitrous 
localities, exophthalmic goiter was relatively rare 
(2.6 per cent of the cases). Von Haberer takes the 
stand that in exophthalmic goiter the thymus also is 
involved and must therefore be included in the opera- 
tion. 

Thirty-four of the patients whose cases are re- 
viewed were afflicted with strumitis. In thirty it 
progressed to the point of suppurative breaking 
down. The mortality was 8.8 per cent. Struma ma- 
ligna was diagnosed in thirty-three cases, and only 
eight were operable. The life of one patient was pro- 
longed seven years by morcellation of a nodule 
pressing upon the trachea and subsequent roentgen 
treatment. 

In conclusion Czermak states that the Enderlen- 
Hotz radical operation cannot be set up as the typical 
operation as it has not met expectations. It does not 
always prevent a relapse and is associated with 
greater danger of postoperative tetany than other 
procedures. ScHUBERT (Z). 


Adams, E. W., and Crossley, H. N.: A Limited Out- 
break of Acute Goiter in a Children’s Home. 
Lancet, 1923, ccv, 501. 


The author reports the outbreak of acute goiter in 
eight boys between the ages of 3 and 15 years who 
were living in one cottage. Two adults living with 
these boys showed no thyroid swelling. 
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In all cases the swelling was soft, elastic, painless, 
and non-inflammatory. The right lobe was more 
enlarged than the left. There were no glandular 
enlargements elsewhere, no thrills over the gland it- 
self, and no signs of hyperthyroidism. The pulse 
rate and the temperature remained normal, and the 
general health was unimpaired. In brief, the picture 
was that of a symptomless acute enlargement of the 
thyroid gland. Throat cultures showed the pre- 
dominating organisms to be streptococci. The 
maximum thyroid enlargement was reached in a 
few days and after a period varying from five to 
seven days began to subside. By the seventh day 
an appreciable diminution was noticeable. After 
the seventh day the diminution was slow. At the 
end of three months the condition was about 
normal. 

The author is unable to draw any definite con- 
clusions as to the etiology, but suggests that infec- 
tion may have been a factor as three of the boys had 
had measles a few weeks previously and five showed 
marked redness of the tonsil pillars. 

ArTHUR L. SHREFFLER, M.D. 


Bram, I.: The Quinine Test in Hyperthyroidism: 
Second Report. WN. York M. J. & Med. Rec., 
1923, CXViii, 339. 

The diagnosis of thyroid hyperfunction is very 
elusive and depends largely upon the experience of 
the clinician. Of the twenty or more tests used to 
confirm the clinical diagnosis the most commonly 
employed are the Goetsch adrenalin test and the 
basal metabolism test. 

The Goetsch test depends upon the hypersensi- 
tiveness of the subject to hypodermic injections of 
adrenalin, the symptoms in positive cases being 
increased. However, hypersensitiveness to adrenal- 
in is found in a certain percentage of normal per- 
sons, during convalescence from acute fevers, in 
the effort syndrome, and ina large number of other 
conditions. Moreover, in undoubted cases of hyper- 
thyroidism it is sometimes absent. Whipping up 
symptoms by this test is inconsistent with the 
patient’s best interests. 

The basal metabolism indicates the degree above 
normal of the catabolism occurring in the body. A 
plus reading is fairly constant in hyperthyroidism, 
but is sometimes found in other conditions such as 
pituitary disease, diabetes mellitus, nephritis, myo- 
carditis, and fevers, and even in apparently normal 
persons. Jones points out that error in this test 
may arise from the fact that the patient’s metabolism 
is variable or he co-operates poorly, or may be 
caused by faulty technique or defects in the appa- 
ratus employed. In Bram’s opinion the basal 
metabolism test is often detrimental to the patient 
and has little diagnostic value; it is of aid, however, 
in checking up the results of treatment. 

The quinine test is based upon the exceptional 
tolerance of persons with hyperthyroidism to the 
physiological effects of quinine. This tolerance 
amounts almost to immunity and is noted not only 
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during the course of the disease but also for a long 
time after recovery. 

Twelve capsules, each containing 10 gr. of hydro- 
bromide of quinine, are given—one capsule four 
times a day, washed down with an ample quantity 
of lukewarm water an hour or two after meals and 
at bedtime. After taking from 30 to 50 gr., persons 
without excessive thyroid function have a sense of 
fullness in the head and impairment of hearing with 
tinnitus; frequently dizziness and headache are 
present and occasionally there is slight gastric and 
bladder discomfort. Susceptible persons will ex- 
perience these symptoms after the first or second 
capsule, while those who are relatively tolerant 
may not note them until after they have taken 
from 60 to 100 gr. In the presence of hyperthyroid- 
ism there are no symptoms except, perhaps, slight 
gastric disturbance, even if the quinine hydro- 
bromide is given for weeks or months. On the 
contrary, the patient may show improvement. 
Proper gastric sedatives will overcome the gastric 
distress. 

Few normal persons are tolerant to quinine. In 
malaria, pneumonia, tonsillar disease, and acute 
fevers a certain tolerance is sometimes noted but is 
transient. The author claims the percentage of such 
exceptions in the quinine test is less than the cor- 
responding percentage in the adrenalin test and no 
greater than that in the basal metabolism test. 
The test is simple, harmless, and inexpensive. It 
will not differentiate between toxic adenoma and 
Grave’s disease but will differentiate hyperthyroid- 
ism from simple goiter with or without tachycardia, 
mechanical goiter heart, incipient tuberculosis, 
neurasthenia, paroxysmal tachycardia, effort syn- 
drome, and diabetes mellitus. 

Francis F. H’Dovuster, M.D. 


Bower, J. O., and Clark, J. H.: The Resistance of 
the Thyroid Gland to the Action of Radium 
Rays. Am. J. Roentgenol., 1923, x, 632. 


This article deals with the effect of radium rays on 
normal thyroid tissue. 

The experiments reported were performed on 
fifteen dogs. In each instance 12.5-mgm. steel 
needles were embedded in the gland with a plain 
steel needle to serve as a control. In all cases the 
needles were inserted into the inferior pole as near 
the center as possible. The time of the exposure 
varied from two to thirteen and one-half hours. 
The glands were removed seven, ten, fourteen, 
twenty-one, twenty-eight, sixty-eight, seventy- 
three, seventy-five, eighty-four, and two hundred 
and ten days later. 

Prior to the third week the essential change was 
necrosis and hemorrhage. The area of necrosis was 
in the central portion of the affected area and merged 
imperceptibly into a peripheral zone with a micro- 
scopic picture resembling that of an early infarct. 
The degenerative changes of the nuclei of epithelial 
cells so often noted in radiated malignant tissue, 
namely, vacuolization and apparent dropping out 
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of the nuclear material, were not observed, and 
there was no constant change in the blood vessels. 
About the third week organization and healing began 
by proliferation of the fibroblasts at the periphery. 
The parathyroids did not show any change. Boiling 
water had produced no microscopic lesion at the 
end of one month. When quinine and urea hydro- 
chloride were employed the changes were only micro- 
scopic. 

Glands treated with radium were in all instances 
free from adhesions. 

The strength of the radium applicator, the dura- 
tion of the exposure, the distance between the radium 
and the tissue, the type of tissue cell treated, the 
structure of the tissue, and the physiological char- 
acteristics must be considered. The striking feature 
was the apparently very marked resistance of normal 
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thyroid tissue to radiation. The transition from 
necrotic to undamaged tissue was very sharp. 

The points brought out in the article are summa- 
sized as follows: 

1. Primary changes induced by radium in the 
thyroid are hemorrhage and necrosis. Repair is com- 
plete in twelve weeks. 

2. Normal thyroid is distinctly resistant to radi- 
um rays. 

3. No toxic symptoms of any sort were seen. 

4. No demonstrable changes were seen in the 
parathyroids. 

5. Implantation seems superior to surface ap- 
plication. 

6. Relatively large doses are required to obtain an 
extensive effect on the gland. 

A. James Larkin, M.D. 
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BRAIN AND ITS COVERINGS; CRANIAL 
NERVES 


Wilensky, A. O.: The Value of Cranial Decompres- 
sive Operations. Am. J. M. Sc., 1923, clxvi, 365. 


In infants, a temporary decompressive effect may 
be obtained by aspirating the ventricle directly 
through the open fontanelle or by puncturing the 
corpus callosum. Openings in the fronto-parieto- 
occipital regions are very undesirable as they expose 
the brain to undue trauma. In 20 per cent of cases 
of infiltrating tumors, puncture of the brain is 
followed by death from hemorrhage into the tumor 
within one or two weeks. 

Suboccipital operations are done for exploration, 
but serve as decompressions. In some cases they 
are followed by rigidity of the neck for from twenty- 
four to fourty-eight hours because of operative 
trauma to the neck muscles, a slight inflammatory 
reaction, or extravasated blood. 

Subtemporal operations are associated with less 
shock than suboccipital operations. Both types of 
intervention may cause an increase in the intracra- 
nial pressure and oedema for the first twenty-four to 
forty-eight hours. 

Like Cushing and Gray, the author has seen no 
decompressive effect from lumbar puncture in cases 
of severe intracranial pressure after craniocerebral 
injury. Neither has he noted such an effect from the 
use of concentrated sodium-chloride solutions. 

Children and young persons stand decompression 
operations better than older persons. Decompression 
generally has little effect on stupor or drowsiness, 
but in a large percentage of cases of brain tumor 
it relieves the headache either partially or wholly. 
It has_no effect on the mentality. Spasticiiy is 
influenced by it favorably, but it does not stop con- 
vulsions. In cases of muscular weakness and paraly- 
sis of short duration it has a beneficial action. The 
various forms of aphasia are affected by it relatively 
little. It often markedly improves vision and con- 
siderably decreases papilloedema. 

Cases of craniocerebral injury include a large 
group in which spontaneous recovery occurs, a 
small group in which death results whatever is 
done, and a very small group in which the outcome 
is doubtful. Operation is indicated in every case 
showing the signs of increasing intracranial pressure. 
When localization is impossible, a right subtemporal 
decompression is advisable. 

The mortality from decompression operations is 
dependent entirely upon the gravity of the indication, 
the lengih of time the neoplastic disease has been 
present, and the patient’s general condition. In 
57 per cent of the cases reviewed by the author the 
operation gave more or less relief. 


NERVOUS SYSTEM 


The beneficial effect of decompression upon the 
symptoms of brain tumor was not always propor- 
tionate to the degree of the pre-existing increase 
in the intracranial pressure. Many of the cases of 
brain tumor reviewed by the author were first seen 
in the last stages and showed definite general and 
focal symptoms. Under such disadvantageous con- 
ditions the results are usually not good, but in rare 
cases there may be unexpected improvement, espe- 
cially in the general symptoms. In cases of cranio- 
cerebral injury decompression is seldom indicated. 

Water C. Burket, M.D. 


Chatelin and de Martel: Cerebral Tumor; Sudden 
Onset of Symptoms Following Lumbar Punc- 
ture; Relief Given by Trendelenburg Position; 
Cure Obtained by Deep X-Ray Therapy (Tu- 
meur cérébrale; accidents brusques & la suite d’une 
ponction lombaire; guérison par mise en position de 
Trendelenburg; guérison des troubles dus & la 
tumeur par la radiothérapie profonde). Lyon chir.. 
1923, XX, 381. 

The authors report a case of cerebral tumor in 
which a simple decompression was performed after 
considerable delay. Following this, a lumbar punc- 
ture was done. Bulbar symptoms immediately en- 
sued, due to herniation of the cerebellum into the 
foramen magnum. These subsided when the patient 
was placed in the Trendelenburg position. Subse- 
quently the location of the tumor was determined 
by means of the X-ray and the symptoms were en- 
tirely relieved by deep X-ray treatment. 

E. Davis, M.D. 


a, J. B.: Puncture of the Cisterna Magna. J. 
Am. M. Ass., 1923, Ixxxi, 358. 


Ayer speaks of the potential danger of cisterna 
magna puncture and reviews the data which have 
accumulated in the past three years since he first 
advocated the procedure. In this review a number 
of physicians in different cities have co-operated, 
the number of punctures studied being 450. No 
deaths have occurred as a result of the puncture, 
and in only one case was there demonstrable 
hemorrhage. The unpleasant incidents have oc- 
curred in connection with serum treatment and have 
been confined to sudden dizziness with nystagmus, 
sometimes nausea, and occasionally facial pain. In 
two cases of spinal cord tumor the patient ceased 
breathing for a few seconds while under ether 
anesthesia. 

Repeated punctures may be made safely. The 
greatest number on any one patient was twenty-six. 
Many patients received more than ten punctures 
for serum treatment. 

The original technique has proved satisfactory 
except for children. Increased intracranial pressure 
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with obliteration or displacement of the cistern is a 
contra-indication. 

The puncture is indicated for the treatment of 
meningococcus meningitic block; the serum treat- 


ment of cerebral syphilis; the early diagnosis of- 


compression of the spinal cord to obtain cerebro- 
spinal fluid for examination when it is impossible 
or inadvisable to obtain it elsewhere; and to secure 
a point of entrance to the subarachnoid space for 
irrigation. E. SHackteton, M.D. 


Wertheimer, P.: A Review. of the Present Treat- 
ment of Trigeminal Neuralgia (L’orientation 
actuelle du traitement de la nevralgie faciale). Lyon 
chir., 1923, XX, 463. 

It is very important to prove the presence of a 
major neuralgia before proceeding with treatment; 
it is not always easy to eliminate the pseudo-neural- 
gias. The possibility of vascular and vasomotor 
symptoms associated with neuralgic pain should be 
borne in mind. In every case a complete neurological 
and physical examination should be made to deter- 
mine the etiological factor. 

Alcohol injections are of value in the early stages 
of the malady, not only as a temporary therapeutic 
measure but also to verify the essential idiopathic 
character of the neuralgia and to furnish an accurate 
indication of the relief to be obtained by surgical 
methods. 

The operative treatment of choice is trigeminal 
neurectomy with preservation of the motor root. 
Postoperative complications include facial paralysis. 
This complication is believed to be due to traction 
exerted upon the great superficial petrosal nerve. 

Loyat E. Davis, M.D. 


PERIPHERAL NERVES 


Bérard: The End-Result of Suture of the Ulnar 
Nerve (Résultat éloigné d’une suture du cubital). 
Lyon chir., 1923, XX, 510. 

The author reports the findings in a case of radial 
nerve suture and a case of ulnar nerve suture seven 
and eight years respectively after the operation 
and almost nine years in each case after the occur- 
rence of the original lesion. 

In the case of the radial nerve lesion, the site of 
which was opposite the insertion of the deltoid 
muscle, the action of the supinator longus was very 
strong, extension of the wrist was feeble, extension 
and abduction of the thumb were possible, but exten- 
sion of the fingers was impossible. Hypasthesia was 
present about the first phalanx of the thumb. This 
nerve was sutured seventeen months after the in- 
jury was received. 

In the case of the ulnar nerve sutured seven months 
after the injury, there was a partial lesion of the 
median nerve. Upon examination no atrophy of the 
thenar or hypothenar eminences and no sensory 
disturbances were found, but there was limitation of 
flexion of the thumb and in the movement of the 
interossei muscles. Loyat E. Davis, M.D. 
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Bérard: Late Suture of the Ulnar Nerve with 
Anastomosis of the Median by Implantation in 
a Case of Section of the Ulnar and Median 
Nerves by a War Wound; Restoration of Func- 
tion in the Ulnar Nerve Alone (Suture ancienne 
du cubital avec anastomose par implantation du mé- 
dian dans un cas de section du médian et du cubital 
par blessure de guerre; restauration du cubital seul). 
Lyon chir., 1923, XX, 379. 

The patient had received a wound which com- 
pletely sectioned the ulnar and median nerves and 
resulted in complete reaction of degeneration in all 
the muscles of the forearm and hand innervated by 
these nerves. There was pronounced atrophy of 
these muscles. Anesthesia was complete, the skin 
was dry and scaly, and trophic ulcers were present. 
The ulnar nerve was sutured end-to-end after flexion 
of the forearm, but the median could not be so united. 
The two ends of the median were therefore implanted 
into longitudinal incisions made in the ulnar nerve. 

Eight years later there was complete return of 
function in the muscles supplied by the ulnar nerve 
and reduction of the original area of anesthesia. 
No return of function could be ascertained in the 
muscles supplied by the median nerve. 

Loyat E. Davis, M.D. 


SYMPATHETIC NERVES 


Seifert, F.: Sympathectomy (Zur Frage der Sympa 
thektomie). Arch. f. klin. Chir.. 1922, cxxii, 248. 


On the basis of his own experience the author con- 
firms the usefulness of the Lerich and Bruening 
hypothesis with regard to the occurrence of trophic 
ulcers after nerve injuries, especially since it is in 
harmony with recognized facts of anatomy and 
physiology. He regards two cases observed by him- 
self as of particular interest since in a certain sense 
they represent reversal of these conditions. He 
doubts whether it is necessary to assume an irrita- 
tion proceeding from a central] neuroma. 

Not all the questions concerning secondary, and 
particularly primary, trophic disturbances can as 
yet be answered. Little light has been thrown on the 
possible influence of constitutional factors or tem- 
porary predisposition. The recommendation of a 
trial of peri-arterial sympathectomy is justifiable in 
all cases of trophic disturbances following a nerve 
injury. In trophoneuroses following primary nerve 
or vasomotor diseases, on the other hand, the pros- 
pects are very uncertain. 

In future cases more attention should be paid to 
functional tests, for it is a question whether sufficient 
information is obtained from oil-of-mustard tests, 
measurements of the blood pressure, and hyperemia 
tests after ligation in the extremities. Microscopic 
examination of the capillaries will also be of value, 
and animal experiments appear to promise results. 

In the ligation of injured large arteries of an 
extremity or of aneurisms of such arteries, continuity 
resection of the vessel should be avoided if possible. 
In a case treated by the author the fact was demon- 
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strated that division of the sympathetic nerve may 
prepare the adventitia of the vessel for subsequent 
trophic disturbances. This danger would be in- 
creased by limiting the circulation by ligation, in 
spite of the formation of good collateral paths. In 
view of this fact, the statistics on the danger of 
gangrene following ligation of the larger arterial 
trunks should be revised. 

In conclusion the author states that the results of 
a circular suture of a vessel, successful in itself, may 
be impaired by the interruption of the sympathetic 
paths in the adventitia of the vessel. The tone in 
the involved vascular region must not be disturbed 
as this may lead to trophic disturbances in the 
tissues, such as occurred in a case reported. 

HAECKER (Z). 


Santy: Wound of the Axilla with Incomplete 
Section of the Brachial Plexus; Amelioration 
of Sensory and Circulatory Disturbances in the 
Hand by Arterial Sympathectomy (Plaie de 
Vaxillaire; section incompléte du plexus brachial; 
amélioration des troubles sensitifs et circulatoires de 
la main par la sympathectomie arterielle). Lyon 
chir., 1923, XX. §12. 

In the case reported, an injury of the axilla had 
incompletely sectioned the components of the brach- 
ial plexus and completely sectioned the axillary 
artery. At the time of the injury nothing more than 
treatment of the hemorrhage and shock was possi- 
ble. Later the nerves were united. Six months after 
this operation the patient complained of intense 
formication and pain in the hand which was cyanotic 
and cold. The radial artery showed no pulsation. 
The wound was therefore explored and the cicatricial 
tissue about the nerves was removed. As the ligated 
ends of the axillary artery were not pulsating, the 
ends of the vessel were denuded. Almost immediate- 
ly thereafter the radial pulse returned, the hand be- 
came red and warm, and the pain and sensory dis- 
turbances became less marked. 

Loyat E. Davis, M.D. 


Leriche: The End-Result Three Years and Three 
Months After a Perifemoral Sympathectomy 
for a Perforating Plantar Ulcer Following 
Section of the Sciatic Nerve (Résultat éloigné 
—3 ans et 3 mois—d’une sympathectomie périfémorale 
pour maux perforants plantaires aprés section du 
sciatique). Lyon chir., 1923, XX, 377- 


In the case reported, a gunshot wound in the 
posterior aspect of the thigh in which the sciatic 
nerve was injured was followed by complete paraly- 
sis of the leg with vasomotor disturbances and 
causalgia in the foot. The sciatic nerve was there- 
fore freshly sectioned and the ends sutured. Sub- 
sequently a perforating ulcer developed on the 
plantar surface of the foot and a femoral sympathec- 
tomy was performed. Eight days later the ulcer was 
completely healed. Three years and three months 
after the sympathectomy the foot was warm, of 
normal color, and without any oedema or cyanosis, 
the ulcerated area remained healed, and there was 
no evidence of regeneration in the nerve suture. 

Loyat E. Davis, M.D. 


Kappis, M.: Further Experiences with Sympathec- 
tomy in Cases of Delayed Consolidation, Ulcers 
of the Leg, Etc. (Weitere Erfahrungen mit der 
Sympathektomie bei verzoegerter Konsolidation, 
Beingeschwueren u.a.m.). Klin. Wehnschr., 1923, 
ii, 1441. 

According to the experience of Kappis, peri- 
arterial sympathectomy occasionally improves the 
arterial nutrition of the peripheral portion of the 
extremity. It was used by him in arterioscierotic 
gangrene, trophic ulcer, simple cicatricial ulcer, and 
delayed consolidation. In the majority of cases the 
results were surprising. Evidently the vasoconstric- 
tor tonus, which is produced by the dominance of 
the vasoconstrictors in paralysis of the vasodilators 
coursing in mixed nerves, is reduced by the sym- 
pathectomy. However, up to the present time, the 
nature of the effect of the operation has not been 
definitely determined. RIeDER (Z). 
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CHEST WALL AND BREAST 


Leriche: Lymphorrhoea Consecutive to Clearing Out 
the Axilla in the Treatment of Cancer of the 
Breast (De la lymphorrhée consécutive a |’evidement 
de l’aisselle dans le traitement des cancers du sein). 
Lyon chir., 1923, XX, 370. 

In the radical operation for cancer of the breast 
with the division of the pectoralis minor muscle and 
dissection of the axillary cellular tissue, the axillary 
vein is largely uncovered and all or part of the 
lymph channels are interrupted. If the amputation 
wound is drained, the lymph flow is more apt to be 
overlooked. 

In thirty-two cases in which the author closed 
the wound without drainage there were two with 
an unusually abundant lymphorrhoea. These pa- 
tients were about 60 years old. A tumor of the 
outer half of the breast was removed by Halsted’s 
method, with care to obtain perfect haemostasis and 
with closure of the skin without traction. The 
postoperative course was apyretic. On the eighth 
day, when the stitches were removed, a voluminous 
fluctuating collection was found distending the lower 
part of the wound, and when the scar was separated 
with the forceps a flood of lemon-colored, slightly 
pink fluid escaped. At first, this fluid necessitated 
redressing within six hours, but it gradually di- 
minished and on the fifteenth day it had disap- 
peared. Recently the author has had a third similar 
case. 

Because of the character of the fluid and its 
intermittent rhythmic discharge, the absence of 
fever, and the occasionally associated extreme las- 
situde, the author considers the condition undoubt- 
edly a discharge of lymph. In favor of this view is 
the fact that the discharge ceases about the six- 
teenth day, at which time Halsted has shown that 
the lymphatics become re-established and may be 
injected. 

The author states that lymphorrhcea is not suffi- 
ciently emphasized in the works on cancer of the 
breast. As this condition is essentially benign, the 
loss of a large quantity of lymph and the disagreeable 
daily inundations may be prevented. The author 
advises waiting for fifteen days and then puncturing 
the collection outside of the cicatrix. 

Watter C. Burkert, M.D. 


TRACHEA, LUNGS, AND PLEURA 


Gravesen, J.: The Present Position of the Surgical 
Treatment of Pulmonary Tuberculosis. Brit. 

M. J., 1923, ii, 506. 
The author quotes Saugman’s well-known statis- 
tics which show that when a complete collapse could 
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be obtained by artificial pneumothorax more than 
70 per cent of the patients were able to go back to 
work, and that in cases with complete pneumo- 
thorax but extensive localized adhesions the cor- 
responding percentage was 33.3 while in cases with 
incomplete pneumothorax and larger adhesions it 
was IT. 

With regard to the type of case in which pneumo- 
thorax is indicated, Gravesen writes: “When a 
case of advanced tuberculosis does not show any 
improvement or hope of lasting cure by ordinary 
sanatorium treatment, and when other special 
remedies are out of the question or have been tried 
in vain, then only do we venture to consider whether 
a case is fit for collapse treatment.” 

In cases without noteworthy adhesions and with- 
out active disease in the other lung complete pneu- 
mothorax generally proves successful. As a rule it 
is maintained for from three to five years. In cases 
with complete or almost complete pneumothorax 
but with extensive localized adhesions the author 
resorts to the Jacobaeus thoracoscopy with cauteriza- 
tion. This method is not applicable to all cases and 
requires care not to cauterize surface adhesions where 
large blood vessels or lung abscesses might be 
opened. If hemorrhage occurs the bleeding points 
may be seared or the intrathoracic pressure increased 
by the injection of salt solution. When artificial 
pneumothorax is impossible to any satisfactory 
degree, thoracoplasty is indicated. Gravesen usually 
follows Sauerbruch’s technique. He advises sup- 
plementing local anesthesia with ether during the 
more difficult parts of the operation. The two- 
stage procedure is the safer method, but in the 
cases of short, lean persons the one-stage method 
may sometimes be used. Ratpu B. Bettman, M.D. 


Keller, W. L.: Bronchial Fistula. J. Am. M. Ass., 
1923, Ixxxi, 1006. 


Of thirty-five cases of chronic empyema with bron- 
chial fistula, 84 per cent were due to intrapulmonary 
suppuration, 2 per cent to extrapulmonary suppura- 
tion, and 13 per cent to external violence. Thirty- 
seven per cent were cases of multiple fistula. In 
about a third, tuberculosis was a factor. 

Closure was efiected in 36 per cent by simple 
mobilization and sterilization of the cavity, in 50 
per cent by mobilization and partial suture of the 
fistula plus muscle implantation, in 2.6 per cent by 
inversion of the fistula, and in ro per cent by mobi- 
lization plus muscle implantation but without suture 
of the fistula. The mortality was 2.6 per cent. Small 
multiple fistula were treated by cauterization. Skin 
flaps proved unsatisfactory. 

One of the two methods giving the best results 
consisted in mobilization of the fistula, closure by 
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a pursestring suture, and reénforcement with a 
muscle graft. This was satisfactory in cases in 
which the cavity had been successfully sterilized; 
the grafts remained and were transformed into con- 
nective tissue. In infected cavities the grafts were 
rapidly destroyed. 

The other method which proved most successful 
consisted in the use of a pedunculated muscle flap 
covered with skin except at the site of its attachment 
over the cavity. This was anchored over the un- 
sutured fistula by means of a few silkworm-gut 
sutures and left in place until it had become firmly 
attached. It was then cut off and moved to the 
next fistula to be occluded. ‘The wound was left 
wide open and dressed with a 20 per cent solution 
of argyrol. The author has found argyrol a valuable 
substitute when Dakin’s solution is not tolerated. 

Raven B. Betrman, M.D. 


Playfair, K.,and Wakeley, C. P.G.: Primary Car- 
‘cinoma of the Lung: A Discussion of Its In- 
cidence and Diagnosis. Brit. J. Surg., 1923, xi, 
203. 

The authors found four cases of primary car- 
cinoma of the lung in 3,183 postmortem examinations 
(o.1 per cent). From these four cases, which they 
describe in detail, and from those reported in the 
literature they draw the following conclusions: 

1. Primary carcinoma of the lung is probably more 
common than is generally believed. 

2. The fact that a chronic inflammatory affection 
precedes the carcinoma suggests that such a condi- 
tion may be a factor in the etiology. Chronic 
bronchitis originating from the respiratory lesions of 
influenza may be one of the most important pre- 
cursors of pulmonary carcinoma. 

3. The pathology is still obscure. Some of the 
carcinomata are readily classified histologically, 
while others remain unidentified as to their origin. 

The authors emphasize the importance of bearing 
in mind the possibility of a primary pulmonary 
neoplasm in all cases presenting chronic lung 
symptoms such as shortness of breath, cough, 
hemoptysis, and thoracic pain. 

Roentgenography, a useful adjunct at times, is 
often unreliable. Degenerated carcinoma cells are 
rarely found in the sputum. 

Surgery performed under intratracheal anesthesia 
and possibly the simultaneous administration of 
X-ray treatment offer the only chance of eradicating 
the disease. Ratpu B. Bettman, M.D. 


Graham, E. A.: Pneumectomy with the Cautery. 
J Am. M. Ass., 1923, 1xxxi, 1010. 


Chronic suppuration of the lung is one of the most 
difficult conditions to treat. The lung is apt to be 
honeycombed with small abcesses, some of which do 
not connect with the main drainage tract. The 
bronchi are thickened and dilated and their lumina 
are filled with easily bleeding granulation tissue. 
Compression of the lung by pneumothorax, multiple 
rib resection, or other methods is usually unsatis- 


factory. Drainage is impossible, and lobectomy is a 
most formidable operation with a very high mor- 
tality. 

Graham describes an operation which he devised. 
He has performed it in three cases with no mortality 
and with a remarkable absence of reaction during or 
just after the operation. All three patients were 
greatly benefited. The operation is in reality a pneu- 
mectomy performed with the actual cautery. It is 
performed in several stages. Anesthesia is required 
for the first stage only, the rest being performed, if 
desired, in the patient’s room. 

‘At the first stage, the field is exposed by turning 
up a flap of skin and muscle and removing several 
ribs. The affected portion of the lung is then in view, 
covered by pleura to which it is usually densely ad- 
herent. The first stage may then be terminated if 
necessary. At a later stage, no anesthetic is re- 
quired, or if the patient is apprehensive a little 
nitrous oxide and oxygen may be given. With a 
large soldering iron heated to a red heat, an excava- 
tion is then made in the lung tissue. If an old drain 
age track exists, it is well to begin the cauterization 
by plunging the hot iron into the sinus and to work 
out from that. New abcesses are sometimes found 
this way, lying close but not communicating with the 
main drainage track. The operation is not complete 
until all the diseased tissue has been removed by the 
cautery, but it may be performed in as many stages 
as desired.” 

The author checks up on the results with the 
X-ray, thus satisfying himself that all diseased lung 
has been removed. He believes that a bilateral sup- 
puration may be treated in a similar manner. It 
might be supposed that there would be great danger 
from hemorrhage when the eschar separated, but in 
Graham’s three cases there was no hemorrhage. 
Moreover, on account of the low blood pressure in 
the pulmonary circulation (about one-sixth of the 
systemic blood pressure), a hemorrhage would be 
very easily controlled by packing. 

B. Betrman, M.D. 


Hinz, R.: Total Removal of the Left Lung for Bron- 
chial Carcinoma (Totale Extirpation der linken 
Lunge wegen Bronchialcarcinom). Arch. f. klin. 
Chir., 1923, CXXiv, 104. 

The removal of an entire lung with the pleura 
intact is an operation which is borne comparatively 
well. The chief danger in the excision of an entire 
lung, as in the excision of single lobes, lies in injury 
to the bronchus. Emphysema of the mediastinum 
and of the other lung must be avoided. Therefore 
in dissecting out the hilus the greatest care must 
be taken not toinjure the pleura. Following this dis- 
section, the pleura must be very carefully sutured 
around the stump, with the site of the ligature later- 
al, in the pleural cavity. This can be done best if 
it is possible to leave with the hilus a small stump 
of the lung which, after the vessels and the bronchus 
have been cared for, can be used to cover the hilus. 
Whether the pleural cavity should be closed 
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primarily or drained has not yet been decided. In the 
excision of single lobes, drainage and tamponade 
are the measures surest to prevent infection, pneu- 
mothorax, and emphysema. In the removal of an 
entire lung, the pleural cavity should be closed and 
primary healing obtained because of the difficulty 
to be expected in curing a later empyema. 

Hinz reports the case of a woman 56 years of 
age who, following an attack of inflammation of the 
costal pleura, became progressively weaker, lost 
weight, and complained of pain in the left side of 
the chest associated with a slight cough. 

Over the lung on the left side, posteriorly and in- 
feriorly, there was slight dullness, and in certain 
areas slight bronchial breathing and catarrhal 
sounds were noted. The findings in other parts of 
the body showed nothing abnormal. Further clin- 
ical observation confirmed the suspicion of a malig- 
nant tumor. A diffuse, spindle-shaped swelling ap- 
peared on the left thoracic wall in the axillary line 
in the region of the fifth to the eighth ribs. The 
roentgen picture revealed a spindle-shaped tumor 
which had partially destroyed the fifth to eighth ribs. 

The operation was performed under positive pres- 
sure and anesthesia induced with chloroform and 
ether. First, a large, pedunculated skin flap was 
iormed, extending anteriorly as far as the breast, 
posteriorly as far as the border of the scapula, 
and downward to the ninth rib; its base was up- 
ward almost on a level with the axilla. The entire 
thoracic wall was then divided 2 cm. from the skin 
incision and the base of the flap, and the entire 
thoracic window with the tumor was removed. On 
division of the thoracic wall, no adhesions or exudate 
were found between it and the lung. The lung, 
which lay exposed in the window in the thorax, was 
well inflated and breathed regularly. The tumor, 
which was the size of a goose egg, firm, and nodular, 
lay in the middle of the lower lobe and extended 


nearly to the hilus. Since excision of the lower lobe 
alone was impossible, the entire lung was removed. 
Hemorrhage was not severe. The bronchus was 
doubly ligated with silk, and the mucous membrane 
lying distal to the ligature was destroyed with the 
thermocautery. The previously loosened pleura was 
then drawn carefully over the stumps of the ves- 
sels and the bronchus, and closed with a number of 
catgut sutures. After further resection of the ends 
of some of the ribs and very careful hemostasis, 
the skin flap was turned down and sutured firmly 
without drainage of the pleural cavity. Infusions 
of salt solution and camphor were then given. 
The immediate reaction to the operation was good, 
but on the third day the patient died with symptoms 
of increasing cardiac weakness and dyspneea. 
RAESCHKE (Z). 


Spirito, F.: The Significance and Mechanism of 
Production of the Pulmonary Findings Follow- 
ing the Intraperitoneal and Intrapleural In- 
jection of Cellular and Inert Elements (Sul 
valore e sul meccanismo di produzione di speciali 
reperti polmonari consecutivi ad iniezioni endo- 
peritoneali ed endopleuriche di elementi cellulari e 
di elementi inerti). Arch. de obst. e ginec., 1923, 
xvii, 337. 


In a series of experiments on rats in which the 
author injected into the peritoneal and pleural 
cavities cellular elements and inert substances such 
as carmine, talc, and charcoal powder, it was found 
that the granules which were sufficiently minute 
were taken up by the phagocytes. The others were 
absorbed by the lymphatic channels and carried 
into the blood stream by which they were borne to 
the lungs. There, because of their size, they caused 
rupture of the alveolar walls with oedema and hem- 
orrhage. Following the intrapleural injections the 
absorption was slower. James V. Riccr, M.D. 
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ABDOMINAL WALL AND PERITONEUM 


Bloodgood, J. C.: Operations for Inguinal Hernia 
Under Local Anzsthesia. Am. J. Surg., 1923, 
XXXxvii, 185. 

In the author’s cases of inguinal hernia, local 
anesthesia is induced with a weak solution of pro- 
caine (0.25 per cent). Before the operation the 
pitient is kept on a light diet for forty-eight hours. 
No cathartic is given. On the morning of the opera- 
tion the bowels are moved by enema and a light 
breakfast is given. The skin is prepared in the 
usual way with iodine and alcohol. Experience has 
shown that the majority of patients do better with- 
out the hypodermic injection of morphine. 

The line of the skin incision is infiltrated subepi- 
dermally until it stands out like a large hive. The 
division of the skin and fat is painless. As the 
aponeurosis is sensitive, the fat is divided without 
touching it and only a small area of this fascia is 
exposed at first. This area is then infiltrated, the 
solution being injected into and beneath the apo- 
neurosis. Then, gradually, more of the aponeurosis 
is exposed for infiltration until the entire area over 
the inguinal canal has been so infiltrated that it 
wells up like an area of edema. The aponeurosis is 
then insensitive. 

The skin and fat are dissected upward and down- 
ward until Poupart’s ligament, one-half of the sheath 
of the rectus, and the aponeurosis above Poupart’s 
ligament are well exposed. With the index finger 
in the external ring the aponeurosis is divided over 
the inguinal canal until the internal oblique muscle 
is well exposed. The aponeurosis is then retracted 
and the anesthetic infiltrated on the under-surface 
of Poupart’s ligament and of the aponeurosis, into the 
muscle fibers of the internal oblique, and beneath 
the sheath of the rectus down to the pubic bone. 
When the aponeurosis is divided it is found that 
the previous subaponeurosis infiltration has made 
oedematous all the tissue in and about the inguinal 
canal. If the nerves are seen they also are injected, 
but this is not essential. 

The first step in the isolation of the sac is the 
separation of the internal oblique from the region 
of the neck of the sac and the division of the cover- 
ings of the sac. This step exposes the peritoneal 
pouch. The latter can be infiltrated on all sides 
except the posterior side. The internal oblique is 
retracted upward and outward and the peritoneum is 
exposed above the neck of the sac, infiltrated, and 
opened above the internal opening of the sac. If 
the sac contains omentum or intestine, the patient 
is placed in the Trendelenburg position. The peri- 
toneum is then infiltrated again from the interior 
and the ring of the sac is divided. 


When the contents of the sac have been cared 
for, the peritoneum is infiltrated above or below 
the neck, sufficient being left to allow a good suture 
of the opening. In dividing the posterior portion of 
the sac, the sac and the veins must be isolated by 
blunt dissection. 

The opening in the peritoneum is closed with fine 
silk or chromic gut. If closure of the wound be- 
comes painful, all of the structures are infiltrated 
again. 

In the ordinary hernia with a good conjoined 
tendon the cord is not transplanted. An imbricated 
suture of the sheath of the rectus and internal 
oblique to Poupart’s ligament is done first with 
fine silk or catgut. The lower two sutures always 
include the conjoined tendon. The edge of Poupart’s 
ligament is sutured over this line of suture to the 
sheath of the rectus, the semilunaris fascia, and 
the internal oblique muscle. The aponeurosis over- 
laps these two lines of suture and is fixed to Pou- 
part’s ligament with a third row. 

Cart D. Nemuotp, M.D. 


Descomps, P.: The Treatment of Peritoneal Tu- 
berculosis by Laparotomy and Heliotherapy (Le 
traitement de la tuberculose péritonéale par la 
laparotomie et l’irradiation solaire). Bull. et mém. 
Soc. de chir. de Par., 1923, xlix, 1062. 


Primary peritoneal lesions are rare. Usually there 
is a visceral focus. Small lesions of the ovary, 
appendix, ileocecum, colic flexures, etc. are sufli- 
cient to provoke an exudative peritonitis with 
ascites or subperitoneal lymphangitic and plastic 
peritonitis. Chronicity does not always signify tu- 
berculosis and an acute condition does not exclude 
it. In the infiltrative sclerolymphatic types of 
peritoneal involvement syphilis is an important 
factor. 

All forms of peritonitis—acute, subacute, and 
chronic, tuberculous, and non-tuberculous—are ben- 
efited by heliotherapy. If the peritoneal reaction is 
superimposed on a visceral focus, this treatment 
should be given as a supplement to surgery, either 
before or after operation. Under its influence the 
author has seen sclero-adhesive cicatricial centers 
due to operations for drainage of the appendix. 
genital organs, intestinal lesions, etc. disappear in 
from several weeks to a few days. 

In cases of apparently primary serous periton- 
itis in which there is no clearly determined visceral 
lesion and the clinical findings are pain and a mod- 
erate palpable resistance of the abdominal wall, 
the author advises heliotherapy first, and in syph- 
ilitic cases, heliotherapy supplemented by specific 
therapy. As a rule, healing ensues without opera- 
tion. 
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When heliotherapy does not cause amelioration 
and the diagnosis is in doubt, an exploratory 
laparotomy should be done. If a visceral lesion is 
found it should be removed. Postoperative helio- 
therapy in these cases, especially when laparotomy 
revealed only peritoneal sclerosis without adhesions, 
has given markedly beneficial results. 

In the author’s opinion, every hospital should have 
a solarium. In regions where the sunlight is brief 
and inconstant, diffuse artificial light may be used. 

Heliotherapy is begun with a brief, regular ex- 
posure to mild rays. The duration and intensity 
of the exposure are then gradually increased until 
massive doses are tolerated. The patient is pre- 
pared for final treatment with direct and massive 
doses by indirect pre-operative radiation. The sud- 
den application of intense massive doses may cause 
sympathico-bulbar shock indicated by changes in 
the respiration, cardiac rhythm, arterial pressure, 
thermic regulation, vasomotor phenomena, and 
glandular secretions. The rays should be filtered 
by screens and selectors so that only the short wave 
lengths of the cold part of the spectrum, from the 
blue to the ultraviolet, the so-called chemical rays, 
are effective. The rays of the warm part of the 
spectrum are eliminated by screens of colored glass, 
uranium glass, etc. 

The value of rays of different wave lengths has 
not been established. Because of filtration of the 
thermic rays, there is too little utilization of the 
alpha and beta rays. In order to obtain the maxi- 
mum action of the chemical rays it is important to 
avoid all interposition that diminishes their strength. 
Glass dust, vapor, fumes, fog, etc. rapidly absorb 
the rays of short wave length. For this reason 
heliotherapy is most effective at high altitudes. 

In conclusion the author states that in helio- 
therapy, as in all radiation treatment, the patient 
should be kept under close observation with regard 
to his reaction. Water C. Burket, M.D. 


Bonnet: Biliary Peritonitis (A propos des péritonites 
biliaires). Lyon chir., 1923, XX, 527. 

The author reports three cases of peritonitis of 
biliary origin: 

Case 1. A woman, aged 4o years, was subjected 
to an emergency operation for peritonitis at night, 
without complete records. The peritoneal cavity 
was found filled with bile. The gall-bladder was 
sutured against the abdominal wall. Death oc- 
curred the same night. 

Case 2. A woman, aged 65 years, with an old 
irreducible, inguinal hernia, was seized with an 
attack of repeated vomiting for two days, and 
stoppage of the bowel for faces and gas. The ab- 
domen was uniformly distended and tender es- 
pecially under the liver in the right upper quadrant. 
On vaginal examination, the uterus was found re- 
troplaced by a tumefaction in the anterior cul-de- 
sac. There was no icterus. At laparotomy a large 
quantity of purulent fluid escaped. The gall-bladder 
was large, black, hard, and completely adherent 


to the surrounding structures. The cul-de-sac was 
drained and the gall-bladder region excluded by a 
compress. The patient’s condition did not permit 
further operation. After the operation pneumonia 
developed. About five months later a cholecyst- 
ectomy was done and a large calculus which filled 
the gall-bladder was removed. This operation was 
complicated by the adhesions due to the previous 
biliary perforation. A drain was placed to the 
ligated cystic duct. Postoperative pulmonary com- 
plications again developed, but the patient made 
a complete recovery. 

Case 3. Three days before her admission to the 
hospital, the patient, a woman 7o years of age, ex. 
perienced a sudden attack of abdominal pain, 
vomiting which became bilious, and stoppage of 
feces and gas. When she was examined by the 
author the abdomen was tympanitic, immovable, 
and painful throughout but especially in the right 
upper quadrant. The pain radiated to the back and 
the left shoulder. Immediate operation under ether 
anesthesia revealed a moderate quantity of free 
peritoneal fluid, an abdominal cavity filled with 
distended intestines, and a large quantity of brown 
liquid and pus around the gall-bladder. The under- 
surface of the gall-bladder was black and gangrenous. 
After the affected area had been walled off the 
gall-bladder was opened, pus and calculi were evacu- 
ated, and the wall was sutured to the edges of the 
parietal peritoneum. Enterostomy was done for 
the paralytic ileus. The abdomen was closed with 
local drainage below the gall-bladder which was 
excluded. The pus showed bacteria, but the cul- 
tures remained sterile. Three weeks after the 
operation, when the patient was apparently re- 
covering, she developed respiratory complications. 
Death occurred suddenly three days later. Autopsy 
revealed pulmonary congestion, no bronchopneu- 
monia, pus mixed with calculi in a recess of the 
gall-bladder, and marked narrowing of the common 
and hepatic ducts. In the author’s opinion the 
narrowing of the biliary passages was probably 
secondary to inflammation in the cystic duct, and an 
early cholecystectomy would have removed a source 
of septic emboli. Wa ter C. Burket, M.D. 


Naujoks, H.: Experimental Studies on the Effects 
of Intraperitoneal Injections of Ether (Kx- 
perimentelle Untersuchungen ueber die Wirkung 
intraperitonealer Aetherinjectionen). Monatsschr. f. 
Geburtsh. u. Gynaek., 1922, Ix, 265. 


Following the experiments of Hoehne and Hei- 
mann on the intraperitoneal injection of oil and those 
of Pinardi on the action of various drugs on the 
peritoneum of dogs, the author studied the effects 
of intraperitoneal injections of ether in rabbits. In 
a preliminary experiment it was found that the 
optimal dose of ether for medium-sized animals 
was 3 or 4c.cm. The seven experiments of the first 
series showed that a few hours after the injection 
a more or less abundant, usually somewhat hemor- 
rhagic, exudate appeared in the abdominal cavity, 
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increased during the first few days, and disappeared 
in from one to three weeks. ‘The leucocyte content 
of the blood behaved in a similar manner; a few 
minutes after the injection there was an increase in 
the white blood cells, which was most marked as re- 
gards the polynuclear leucocytes. 

The second and third series of experiments showed 
that the peritoneum is very sensitive to ether. 
Deep narcosis occurred at once and lasted up to 
thirty minutes. Ten cubic centimeters of ether 
caused death in a few minutes, either through very 
acute poisoning or through shock. Absorption of 
ether fumes through the peritoneum occurred with 
extraordinary rapidity. 

It is evident that the exudate was a defensive 
reaction against bacteria. In some cases it became 
absorbed while in others it closed the lymph sto- 
mata by causing adhesions or encapsulated the local 
process. In the latter, dangerous obstruction and 
strangulation sometimes resulted. Worthy of note 
was the change in the ratio of polynuclear leucocytes 
and lymphocytes in the blood. Binz (Z). 


Weber, C.: Death Following the Use of Ether in 
Diffuse Peritonitis (Tod infolge Aethereingiessung 
bei diffuser Peritonitis). Zentralbl. f. Chir., 1923, 
1, 1157. 

Weber reports a case of death resulting from the 
pouring of 80 c.cm. of ether into the abdomen follow- 
ing a laparotomy for acute perforative appendicitis. 
Immediately after the operation respiratory dis- 
turbances became evident. The patient was revived 
after artificial respiration for one and one-half hours, 
but died six hours later from cardiac failure. 

Pripram (G). 


GASTRO-INTESTINAL TRACT 


Brams, W. A., and Meyer, K. A.: Gastric Syphilis: 
A Report of Two Cases Proved Anatomically. 
Surg., Gynec. &F Obst., 1923, XXxvii, 127. 

Larimore, W. J.: Syphilis of the Stomach. Surz., 
Gynec. & Obst., 1923, Xxxvii, 133. 

Brams and Meyer comment on the fact that the 
literature contains the reports of approximately 250 
cases of gastric syphilis in which the diagnosis was 
based solely on clinical and serological evidence. 
They accept only fourteen reports in which the 
anatomical record is sufliciently complete to sub- 
stantiate the diagnosis. To this small number they 
add two others. 

The first case was that of a woman 25 years old. 
Venereal infection was denied. The symptoms first 
appeared three months before the patient’s ad- 
mission to the hospital—dyspncea, palpitation, 
oedema of the ankles, marked weight loss, and epi- 
gastric pain occurring about five minutes after 
the ingestion of food and relieved only by vomit- 
ing. The weight loss was 25 lbs. in the first two 
months. 

Physical examination revealed emaciation, mitral 
and aortic insufficiency, and tenderness in the right 


hypochondrium. The blood Wassermann test was 
strongly positive. The Ewald meal showed a resi. 
due of 600 c.cm. Free hydrochloric acid was absent. 
The total acidity was 30. The test for occult blood 
was positive. The X-ray revealed a huge filling 
defect in the pars media. 

At operation a pyloric resection of about one- 
third of the infiltrated stomach wall was done 
and a Billroth II operation performed. Specific 
treatment was then given. Two months after the 
operation, the patient had gained 30 Ibs. and was 
symptom-free. 

‘ The second case reported was very similar to the 
rst. 

The authors discuss the anatomical features of 
the resected specimens at length. The findings more 
or less characteristic of syphilis were multiple, shal- 
low, irregular ulcerations, thickening of the sub- 
mucosa, vascular infiltration, and diffuse lymphocy- 
tic infiltration. 

The clinical evidence of gastric lues consists of 
epigastric pain, hypo-acidity, marked emaciation, 
and the history and physical signs of lues. The 
patient is often below the cancer age and specific 
treatment often yields a clinical cure. The article 
is illustrated by an excellent drawing of a gross 
specimen and six photomicrographs. An extensive 
bibliography is appended. 

LaARIMoRE states that the differential diagnosis of 
syphilis of the stomach presents difficulties since a 
positive Wassermann test and the presence of clin- 
ical manifestations of lues constitute only presump- 
tive evidence and the clinical picture is not charac- 
teristic. 

He reports a series of eight cases. The ages of the 
patients ranged from 22 to 49 years and the duration 
of the symptoms from four months to nine years. 
Pain and vomiting following the ingestion of food 
were associated with marked weight loss. In seven 
cases the Wassermann test was positive. Hypo- 
acidity was found in every case. X-ray examination 
revealed usually a pre-pyloric lesion with or without 
pyloric obstruction and impairment of gastric func- 
tion. 

Resection of the pyloric antrum was done in four 
cases and simple gastrojejunostomy in two. Graham 
reports that resection usually gives a better clinical 
result than gastrojejunostomy alone. 

Larimore concludes that successful medical treat- 
ment is possible only in early gastric syphilis. In late 
cases with permanent impairment of gastric motor 
function, surgery is preferable. The operation of 
choice is pyloric resection. Joun W. Nuzum, M.D. 


Brown, G. E., Eusterman, G. B., Hartman, H. R., 
and Rowntree, L. G.: Toxic Nephritis in 
Pyloric and Duodenal Obstruction: Renal 
Insufficiency Complicating Gastric Tetany. 
Arch. Int. Med., 1923, xxxii, 425. 


That severe toxemia and death often result from 
pyloric or duodenal obstruction has long been 
known, and the syndrome of gastric tetany has been 
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recognized. Death has been ascribed to various 
causes. It is believed that serious renal damage oc- 
curs in cases of high intestinal obstruction, especially 
that associated with gastric tetany, but the influence 
of the renal damage on the associated conditions has 
not been given due consideration. 

The toxemia and the clinical syndrome resulting 
from high intestinal obstruction have been carefully 
studied. From this study the following facts are 
evident: 

1. Complete, continued obstruction of the duode- 
num and upper jejunum causes fatal toxemia. 

2. The obstructed duodenal contents, when in- 
jected into animals, cause symptoms of intoxication 
similar to those occurring in animals with obstruc- 
tion. 

3. Decreased plasma chlorides, increased carbon- 
dioxide combining power of the plasma, and definite 
nitrogen retention occur. 

Opinions vary with regard to the nature of the 
toxic substances. Whipple and Dragstedt have 
ascribed the toxemia to a proteose, and the sug- 
gestion of Gerard that histamin is responsible for the 
toxemia is worthy of note. 

In this article the results in eleven cases of duo- 
denal toxemia with clinical, pathological, and bio- 
chemical studies are reported. Two groups of cases 
are considered: the pre-operative,in which obstruction 
followed an organic lesion involving the duodenum 
(five cases), and the postoperative, in which organic 
or functional stasis followed operation (six cases). 

The clinical picture of duodenal toxemia is char- 
acterized by the vomiting of large amounts of thin, 
serous, bile-stained fluid, usually without nausea or 
epigastric pain, but with a feeling of distention and 
distress which is relieved by the belching and vomit- 
ing. The shock manifestations are dehydration, a 
florid complexion, high hemoglobin, low blood pres- 
sure, asthenia, manifestations of tetany, paresthesia, 
tingling, twitching, and pain. In the chronic 
cases pain may be severe in the extremities before 
the appearance of marked gastric symptoms. Con- 
vulsions and spasms, sometimes representing termin- 
al changes, occur in the severe cases. Symptoms of 
uremia, such as headache, mental aberration, etc., 
are common. 

Examination of the blood revealed as interesting 
features of the condition a low level of chlorides, a 
high carbon-dioxide carrying power of the plasma, 
and a high level of blood urea and creatinin. The 
urine contained albumin and casts, and renal func- 
tional tests revealed high values for urea and creatin- 
in and decreased excretion of phenolsulphonephthal- 
ein. 

In six cases, in which pathologic studies were made, 
nephrosis, characterized by acute degenerative 
changes in the tubular epithelium or diffuse nephri- 
tis, was found. No marked changes were seen in the 
glomeruli except in one instance. Marked dilatation 
of the stomach and duodenum was noted in all cases 
that came to autopsy. Definite changes in the 
mucosa of the duodenum were seen in only one case. 


The prognosis in the pre-operative cases depends 
largely on the lesion. The alkalosis is of less con- 
sequence and more easily controlled. There may be 
chloride depletion and renal insufficiency with re- 
covery. Pre-operative medical management or 
palliative drainage may be necessary. Blood urea 
above 100 mgm. for each 100 c.cm. and a phenol- 
sulphonephthalein excretion of 10 per cent or less 
mean a poor surgical risk. 

The postoperative condition is apt to prove more 
serious; the onset is more acute and the course more 
fulminating. In both groups the degree of renal 
injury is probably the determining factor. 

Except in cases in which the operative risk is too 
great, the treatment is primarily surgical. Drainage 
to relieve the obstruction is usually employed. 
Etherization may be undesirable because resistance 
is markedly lowered by it in cases of histamin poison- 
ing. Gerard advises the use of nitrous oxide and 
oxygen. In the medical treatment, drainage by 
means of a stomach tube and frequent gastric lavage 
are necessary. Normal salt or Ringer’s solution are 
given by rectum, subcutaneously, or intravenously 
to replace the lost fluids. A low protein and high 
carbohydrate diet is given because of the accumula- 
tion of nitrogen in the blood. Bacillus acidophylus 
or buttermilk is given at times to produce an aciduric 
intestinal flora. Hydrochloric acid is given to com- 
bat the alkalosis; from 1 to 2 c.cm. may be admin- 
istered by stomach tube or from 2 to 4 c.cm. in 
physiological salt solution by rectum. Ten per cent 
calcium-chloride solution in doses of from 1 to 2 gm. 
is administered intravenously for gastric tetany. It 
is important to avoid sodium bicarbonate in gastric 
tetany and duodenal toxemia because of its toxic 
properties and the coexistent alkalosis. 

Louts S. Faust, M.D. 


Gibson, C. L.: Acute Perforations of the Stomach 
and Duodenum. Boston M. & S.J., 1923, clxxxix, 
425. 

The diagnosis of acute perforation of the stomach 
and duodenum is sometimes rendered difficult by: 

1. The absence of a history of gastric disturbance. 

2. The absence of vomiting after the pain. 

3- The presence of blood in the vomitus. This 
is rare. 

4. Pain in the lower abdomen, particularly in the 
right iliac fossa. This is due to the extravasation and 
accumulation of fluid. 

5. Absence of obliteration of liver dullness in early 
cases. 

As a rule the diagnosis is easy if the possibility 
of the condition is borne in mind. The usual clinical 
picture is that of an acute onset with collapse and 
abdominal findings in a patient with a history of 
gastric disturbance. Secondary or referred pain in 
the left supraclavicular fossa, a very characteristic 
feature, comes on shortly after the original pain, 
does not last long, and is usually forgotton by the 
patient unless he is questioned regarding it. The 
presence of air in the abdominal cavity may be 
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demonstrated by the fluoroscope. The escape of air 
from the abdomen when the wound is flooded with 
water and the presence of ingested methylene blue 
in the abdominal contents constitute positive proof 
of a perforation of the gastro-intestinal tract. 

In the author’s series of fifty-nine cases operated 
upon there were only four deaths. After the first 
twenty-four hours the mortality quickly rises to 
66 per cent. Harry W. Fink, M.D. 


Gianolla: The Réle of the Vagus Fibers in the 
Surgical Treatment of Gastric Ulcer (Du réle 
de Vinnervation des filets des vagues dans le 
traitement chirurgical de Tulcére  gastrique) 
Bruxelles-méd., 1923, iii, 1009. 

The stomach is supplied on its anterior and poste- 
rior walls along the area of the lesser curvature by 
both vagi. The area along the greater curvature is 
supplied by fibers from the coeliac plexus, and the 
pyloric portion, the sphincter, and the first portion 
of the duodenum by three trunks of fibers from the 
hepatic plexus. Sectioning of any nerve trunk re- 
duces the activity of the part of the stomach it sup- 
plies. Gianolla therefore recommends nerve sec- 
tioning in the treatment of the hyperactive stomach 
with hypersecretion and to alleviate the pain of the 
gastric crises of tabes. For the treatment of gastric 
ulcer he recommends resection of the lesion supple- 
mented by nerve section. James V. Ricct, M.D. 


Fraenkel, A.: Progress in the Diagnosis of Cancer 
and Ulceration of the Stomach by Means of 
Cinematographic Examination by the Roent- 
gen Ray (Progresos del diagnéstico del cancer y de 
la dlcera de est6mago por medio de la exploracién 
cinematografica de los rayos roentgen). Prog. de 
la clin., Madrid, 1923, xxvi, 6t. 

The types of gastric motility which may be 
differentiated are of relatively little importance; 
the chief object should be to ascertain whether or 
not movements occur. When the character of the 
tumor is distinctly evident in the roentgenogram, 
cinematography is superfluous. 

In his roentgen-ray examinations the author 
has frequently found the peristalsis so indistinct 
that diagnosis was impossible and cinematographic 
investigation was the only method of solving the 
problem. One of his pictures of gastric cancer 
showed the peristalsis arrested in the lesser cur- 
vature just before the pylorus. On subsequent 
resection the absence of signs in the roentgenogram 
was explained by the fact that the tumor was still 
circumscribed and had not penetrated to the ex- 
ternal surface of the stomach. 

As simple ulcer does not change the peristalsis, 
cinematography is of little value in such cases. 


Cheever, D.: The Operative Curability of Car- 
cinoma of the Stomach. Ann. Surg., 1923, lxxviii, 


332. 
With respect to the question of operative cura- 
bility, Cheever analyzed all cases of carcinoma of the 


stomach treated at the Peter Bent Brigham Hospi- 
tal in the period from 1913 to 1922. 

The most formidable obstacle to success seems to 
lie in the fact that patients seek surgical aid too 
late because of the insidious course of the disease. 
In the fairly advanced cases the duration of the 
symptoms was six months or less in 50 per cent, and 
one year or less in 80 per cent at the time the patient 
entered the hospital. In 30 per cent of the cases 
the initial symptoms or signs were such common 
complaints as weakness and debility, general ab- 
dominal pain, constipation, pallor, backache, etc.; 
in 25.5 per cent, epigastric pain; in 19.2 per cent, 
epigastric distress after meals; in 11.2 per cent, 
belching; in 8.5 per cent, nausea and vomiting; 
in 0.8 per cent, a mass in the epigastrium; and in 
0.4 per cent, bloody vomitus. Sixty-six and one-half 
per cent of the patients were males. The condition 
is not rare before the age of 4o. 

A gastric ulcer history was given in only 7.6 per 
cent. In 77.9 per cent there had been no sign of 
gastric ulcer and in 15.5 per cent there was a ques- 
tionable gastric ulcer history. 

In 52.5 per cent of the 236 cases a radical, ex- 
ploratory, or palliative operation was possible; in 
10.1 per cent which were explored a palliative or 
radical operation was found impossible; a palliative 
operation was done in 22.4 per cent and a radical 
operation in 9.7 per cent. Five per cent of the pa- 
tients refused operation. The operative mortality 
was 20.8 per cent in the cases subjected to explo- 
ration and 13 per cent in those subjected to a 
palliative or radical operation. 

In the inoperable cases the life expectancy was 
less than one month in 44.8 per cent and less than 
four months in 79.4 per cent. In unoperated cases 
it was two months or less in 9.6 per cent, from two 
to six months in 27.7 per cent, from six to twelve 
months in 13.2 per cent, from twelve to eighteen 
months in 27.7 per cent, and eighteen months or 
more in 21.6 per cent. In cases receiving pallia- 
tive treatment it was less than four months in 
3-3 per cent and more than four months in 73.3 
per cent. 

In cases receiving radical treatment it was less 
than one year in 20 per cent, from one year to a 
year and a half in 30 per cent, from two and a 
half to four years in ro per cent, and seven years 
in 5 per cent. A five-year cure was obtained in 13 
per cent of the operable cases or 1.2 per cent of 
all cases. 

Cheever concludes that carcinoma of the stomach 
is curable by radical surgical operations at the ex- 
pense of a high but justifiable mortality. 

M. L. Mason, M.D. 


Jiménez Garcia, L.: Intestinal Occlusion Due to 
Biliary Calculus (Algunas consideraciones sobre 
la oclusi6n intestinal por cAlculo biliar). Prog. de la 
clin., Madrid, 1923, xxvi, 13. 


The author reports a case of intestinal occlusion 
from biliary calculus in a woman aged 55 years. 
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At the time of the patient’s admission to the hos- 
pital there was slight muscular rigidity with dis- 
tention round the umbilicus. The pressure and 
frequency of the pulse were good and the general 
condition excellent. Vomiting had not occurred 
within twenty-four hours, and as small quantities 
of feces and gas were expelled, occlusion was not 
evident. At the end of twenty-four hours, recurrence 
of vomiting indicated surgical intervention. 

An infra-umbilical laparotomy performed under 
spinal anesthesia revealed an enormously dilated 
and congested bowel and a large, egg-shaped biliary 
calculus at the distal end of the small intestine. The 
calculus was removed and the wound closed in the 
usual way, but the patient died the following day. 

The author discusses the frequency of intestinal 
occlusion by biliary calculi and describes the forma- 
tion and migration of the stones. He emphasizes the 
difficulty of diagnosis and enumerates the most 
common symptoms. Early operation is indicated. 
The author prefers enterostomy to enterotomy or 
enterectomy; it can be done under local anesthesia. 
The operation should be preceded by large laparot- 
omy to facilitate rapid examination of the biliary 
ducts and the site of the occlusion. The technique 
most frequently used for the removal of the calculus 
is transverse enterotomy at the site of obstruction, 
but if the intestinal lesions are so serious that there 
is danger of perforation after suture, enterectomy 
is indicated. 


Rohde, C.: The Pathogenesis of Chronic Duodenal 
Ulcer from the Point of View of the Mechano- 
Anatomical Disposition of the Duodenal Bulb 
(Die Pathogenese des chronischen Duodenalgesch- 
wueres unter dem Gesichtswinkel der mechanisch- 
anatomischen Disposition des Bulbus duodeni). 
Beitr. z. klin. Chir., 1922, cxxvii, 340. 


The author begins his discussion with the state- 
ment that peptic action, the basic factor in the de- 
velopment of all chronic ulcers, can be effective only 
in areas suitable for it. The fact that both chronic 
duodenal ulcer and chronic gastric ulcer appear at 
definite spots suggests that at these points the con- 
ditions are particularly favorable. 

The chronic peptic ulcer of the duodenum makes 
its appearance in the uppermost portion of the duo- 
denum, usually on the posterior and upper wall. 
This portion of the duodenum possesses peculiar 
anatomical relations not shared by the other por- 
tions. 

_ In studies made by the author on cadavers fixed 
in the upright posture the accepted anatomical re- 
lations of the duodenum to the spinal column, liver, 
gall-bladder, and pancreas were confirmed. The 
horizontal part of the duodenum is compressed and 
flattened between the liver and the gall-bladder on 
one side and the pancreas on the other, so that the 
posterior surface of the superior portion of the 
duodenum is firmly adherent to organs which have 
little flexibility. Besides this “large clamp,” there 
is a “small clamp,” the gall-bladder in front and the 


hepatoduodenal ligament behind, which causes a 
sort of stenosis. 

In addition to these anatomical peculiarities, 
secondary factors such as tight clothing, continuous 
work in a bent-over position, spinal deformities, 
an increase in the intra-abdominal pressure, and 
local spatial contractions, are of particular im- 
portance in explaining the development of ulcers 
in the duodenum. Thus the frequency of duodenal 
ulcer in the male may be explained by the sharper 
transition of the abdominal convexity of the spinal 
column into the abdominal concavity. In addition 
to the continuous pressure, the angular transition 
of the upper portion into the descending portion 
plays a role as it retards the passage of the duodenal 
contents. In ptosis this factor becomes of special 
importance. 

The finer structure of the upper portion of the 
duodenum is also different. The mucous membrane 
shows a paucity of Kerkring’s folds, this being 
associated with firm fixation and increased tension 
just as at the lesser curvature of the stomach. It 
is possible also that the abundance of lymph follicles 
with their thin epithelial covering plays a part in 
the etiology of chronic ulcer. The small arterial 
supply which is from one source only—the ceeliac 
artery—may be another factor. 

Regarding functional factors, the author calls 
attention to the fact that the portion of the duo- 
denum which is attached to unyielding organs is the 
portion most exposed to the impact of the food 
coming from the stomach. Therefore the posterior 
and upper wall of the bulbus duodeni is the site of the 
greatest mechanical irritation. HAGEMANN (Z). 


Koennecke, W., and Jungermann, E.: The Symp- 
toms and Etiology of Postoperative Jejunal 
Ulcer (Beitraege zur Klinik und Aetiologie des 
postoperativen Jejunalgeschwuers). Arch. f. klin. 
Chir., 1923, Cxxiv, 316. 

At the Gottingen surgical clinic seventeen peptic 
ulcers of the jejunum were found during the past 
ten years in 520 cases of ulcer and 201 gastro- 
enterostomies. Fourteen of these cases were operated 
upon. In two, a second operation was necessary, 
this raising the number of operations for jejunal 
ulcer to sixteen. Fifteen of the seventeen patients 
with jejunal ulcer were males. In the majority of 
the cases, the jejunal ulcers developed very soon 
after the first operation. The time between the 
first and second operations ranged from two weeks 
to twelve years. 

The diagnosis of peptic ulcer of the jejunum was 
made before the second operation in nine cases, 
usually on the basis of the severe pain which, in 
most cases, was dependent on the ingestion of food. 
In three cases vomiting occurred; in five, there was a 
distinct tumor. Examinations of the stools for blood 
were made in eight cases, but the findings were 
positive in only two. The gastric juice was examined 
in eleven cases; in six the acidity was normal, in 
five there was hyperacidity. Thirteen roentgen 
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examinations were made; in eleven cases the empty- 
ing of the stomach was delayed, but in only two were 
there unmistakable signs of ulcer. 

In eleven cases the ulcer had perforated into sur- 
rounding structures. In ten, it was restricted to 
the jejunum alone; in five it was gastrojejunal. In 
one case it developed in Braun’s anastomosis follow- 
ing an anterior gastro-enterostomy. All of the ten 
jejunal ulcers but only one of the gastro-jejunal ul- 
cers had perforated into the surrounding structures. 

The site of the primary ulcer, particularly if it is 
in the duodenum, is of the utmost etiological im- 
portance because of the cicatricial or spastic stenosis 
of the duodenum which it may cause. The type of 
operation which preceded the peptic jejunal ulcer 
is of importance only in its relation to obstruction at 
the pylorus or in the duodenum and the digestive 
power of the pyloric portion of the stomach. The 
pyloric portion of the stomach is, as is well known, 
an important center for the regulation of the gastric 
mechanism and regulates also the production of the 
juice of the fundus which contains pepsin and 
hydrochloric acid. The secretion of the pyloric por- 
tion is alkaline and neutral. If the contents of the 
fundus are too acid, reflex action on its entrance into 
the pyloric portion stops the further production of 
hydrochloric acid; if the chyme is not acid enough 
when it enters the pyloric portion, the reflex func- 
tion of the pyloric portion causes an increase in the 
production of hydrochloric acid. This normal method 
of regulation is thrown into disorder by a gastro- 
enterostomy, but the disturbance is still greater 
when von Eiselsberg’s unilateral exclusion is per- 
formed, in which case the pyloric portion contains 
only its own alkaline secretion and the backward 
flowing duodenal secretion. The digestive action of 
the juice of the fundus is then too powerful and 
causes peptic ulcer. However, it is improbable that 
the loss of pyloric function is the sole condition 
responsible for the formation of peptic jejunal ulcer. 

In eleven cases the sites of the ulcer and the 
gastro-enterostomy were resected, once by transverse 
resection, nine times by the Billroth II, and once by 
the Billroth I method. In two cases of peptic jejunal 
ulcer following anterior gastro-enterostomy plus 
Braun’s anastomosis the ulcer alone was excised. 
In three cases of ulcer following posterior gastro- 
enterostomy an anterior gastro-enterostomy with 
Braun’s anastomosis was done. 

Of those patients on whom the radical operation 
was performed, one died of peritonitis and one of 
empyema following pneumonia. Of the remaining 
nine, five had good results, and two very good 
results (one of these had had four laparotomies for 
ulcer and was finally cured by resection with a 
Billroth I operation). In one case the result was not 
good and a second extensive resection was necessary. 
The results in the two cases of excision were also 
poor. In one, a new ulcer appeared, and in the 
other, resection of the old duodenal ulcer and of the 
entire pyloric portion of the stomach was necessary 
subsequently. Of the three palliative operations, 


the results of one were very good, and of another 
very poor; those of the third are unknown. 
Because of the possibility of a later peptic jejunal 
ulcer, both von Eiselsberg’s pyloric exclusion and 
simple gastro-enterostomy are regarded with dis- 
favor. Although the physiological relations follow- 
ing transverse resection are good, recurrence of the 
ulcer follows this procedure comparatively fre- 
quently. Without doubt the best operation for 
ulcer is resection by the Billroth I method. Resection 
by the Billroth IL method is associated with the 
least danger of peptic jejunal ulcer when the pyloric 
portion o: the stomach is widely resected and the 
primary ulcer (in the duodenum) is also removed. 
When this is not possible, Frusterer’s method may 
be considered. MarweEDEL (Z.) 


Maucliaire: The Use of Serous Grafts After the 
Removal of Membranes in Membranous Peri- 
colitis and Perisigmoiditis (Essais de greffes 
séreuses aprés l’ablation des membranes dans la 
péricolite membraneuse et dans la_ périsigmoidite 
membraneuse). Bull. et mém. Soc. de chir. de Par., 
1923, xlix, 931. 

Frequently in re-operating after appendectomy 
it is discovered that the persisting symptoms are 
due to a membranous pericolitis. Omental adhe- 
sions are also common. Bands of adhesions may be 
found binding the colon to the abdominal wall and 
the urinary bladder. The omentum is often rolled up 
and deforms the stomach by pullingit tothe right. At 
one time Mauclaire merely resected the membranes, 
but as.they subsequently re-formed and the pain 
persisted he adopted the practice of removing them 
and performing a colopexy. As this procedure did 
not prove entirely satisfactory, he now supplements 
removal of the membranes and colopexy with the 
use of serous grafts. Dead serous grafts obtained 
from sheep and preserved in alcohol are used. The 
ascending and transverse colons are wrapped scp- 
arately and a lateral colopexy is then done. Another 
graft is placed on the mesocolon to prevent its con- 
traction. The suggestion is made that fragments of 
amniotic membrane obtained at caesarean section 
might be employed. 

Usually the grafts take well. They cannot be 
used, however, when the ascending colon is greatly 
deformed or shortened. In such cases Mauclaire 
performs a colectomy. In his experimental work on 
rabbits he employed sheep’s parietal peritoneum and 
human amniotic membrane. Sheep grafts leave no 
trace. Mauclaire has used serous grafts also in cascs 
of intestinal perforation. KELLOGG SPEED, M.D. 


Rolleston, H.: Ulcerative Colitis. Lancet, 1923, cciv, 
939. 

In considering ulcerative colitis, the author ex- 
cludes many exogenous ulcerative conditions, such 
as an abscess rupturing into the bowel, appendiceal 
abscess, malignant ulceration, diverticulitis, ster- 
coral ulceration, typhoid and paratyphoid, tubercul- 
ous ulcerations, bacillary and ameebic dysentery, 
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ulcerations due to acute colitis of known toxic 
origin such as that following bichloride poisoning, 
the various forms of parasitic colitis, infective 
proctitis of local origin, and ulcerations following 
pneumonia and accidents. With regard to the so- 
called “institutional dysentery” he states that recent 
work by a number of serologists has proved this to be 
an outbreak contracted from carriers harboring the 
Type X of the Oxford series of Flexner dysentery 
organisms. 

The condition discussed is the sporadic case seen 
in civil practice which is not, from a laboratory view- 
point, a bacillary dysentery. It is not a specific dis- 
ease bacteriologically since many organisms are 
isolated. Those found most frequently are the 
bacillus coli, pneumococci, the bacillus pyocyaneus, 
and streptococci. 

Among the factors favoring the condition is a diet 
deficient in vitamines. McCarrison proved that 
healthy monkeys which are carriers of entamceba 
histolytica may develop amoebic dysentery when 
restricted to a deficient diet. Under suitable con- 
ditions organisms ordinarily of low virulence, such 
as the colon bacillus, may become pathogenic. 

Among the complications of ulcerative colitis are 
perforation, localized abscess, and less commonly, 
general peritonitis. In rare cases, stricture of the 
colon from cicatrization follows extensive ulceration. 
Occasional sequel are arthritis or other so-called 
focal infections. 

The onset of the condition may be sudden or 
gradual, and its course acute or chronic. An organ- 
ism producing an acute condition may be later 
supplanted by another causing a more chronic 
condition. The early symptoms are usually those of 
colonic irritation. The leucocyte count is variable. 
The temperature is above normal in the acute cases, 
and often normal or subnormal in the chronic cases. 
The development of anemia depends upon the loss 
of blood and the duration of the disease. The faeces 
contain blood, pus, mucus, and occasionally sloughs 
of the mucous membrane. The onset of the condition 
may be associated with hemorrhage, especially if 
ulceration is low in the colon. Usually there is a 
history of abdominal discomfort rather than of 
acute pain, gas pains, pain on defecation, loss of 
weight, and loss of appetite. The X-ray aids little 
in on diagnosis, but the sigmoidoscope is of great 
value. 

The condition has a tendency to recur and its 
mortality is 50 per cent. It must be differentiated from 
carcinoma, tuberculosis, and follicular ulceration of 
the colon. 

In the treatment, restriction of the diet is seldom 
necessary as absorption is practically complete be- 
iore the food reaches the ulcerated areas. An anti- 
scorbutic diet is advisable. Bulgarian bacillus cul- 


tures are of questionable value. 

_ Many drugs have been advocated for this condi- 
tion. Chief among them are the so-called intestinal 
antiseptics. Paraffin oil, charcoal, olive oil, and 
many other similar preparations are used. Lavage 


of the colon with antiseptics has been largely sup- 
planted by appendicostomy or czcostomy to wash 
out the colon. Einhorn uses for irrigation a jointed 
intestinal tube from 15 to 20 ft. long which he in- 
troduces through the mouth and passes into the 
cecum under control of the X-ray. 

The author prefers an open czcostomy or colos- 
tomy as this relieves the colon from the passage of 
faeces over the infected area. 

Hurst states that the appendicostomy shortens the 
duration of the illness to one-half the time that it 
would persist under medical treatment. Vaccines 
are of questionable value, and if given in the acute 
stages may aggravate the condition. 

Harotp M. Camp, M.D. 


Horder, Sir T., Lockhart-Mummery, J. P., Dickson, 
W. E. C., and Others: Ulcerative Colitis. Proc. 
Roy. Soc. Med., Lond., 1923, xvi, Sect. Proct., 96. 


Str THomas Horper. Ulcerative colitis is most 
common in women from 25 to 35 years of age with 
enteroptosis, circulatory disturbances, and infec- 
tions. The chief bacteriological cause is the strepto- 
coccus, the colon bacillus being a poor second. The 
condition is apt to recur often because it is systemic 
and associated with low resistance. The sigmoido- 
scope often reveals the persistence of ulcers after 
the patient has apparently recovered. If the pa- 
tient’s condition is such that operation is required 
the colon may be drained by an appendicostomy or 
a cecostomy, and this should be followed by rest in 
bed in the open air. The diet should be as full as 
it can be made without increasing the diarrhoea. 
Tonics are helpful. Vaccines may be used as sup- 
plementary treatment. 

J. P. Lockwart-Mummery. In 1909 the mor- 
tality of ulcerative colitis was 50 per cent; today, 
because of improved methods of diagnosis and 
treatment, it is 15.7 per cent. 

The ulceration may be limited or may cover most 
of the colon. The ulcers usually begin in the solitary 
follicles. 

In asylums the condition may be due chiefly to 
poor hygiene and some specific infecting organism. 
Chronic colitis may follow acute epidemic forms 
such as amoebic, bacillary, and sand dysentery. It 
is then usually due to a secondary infection caused 
by the streptococcus. A case is cited in which the 
infection was due to milk from a cow with an udder 
infected with streptococci. 

Because of the multiplicity of bacteria in the 
stools the specific organism cannot be ascertained 
easily. Fair results have been obtained from ap- 
pendicostomy and an attempt to substitute another 
organism such as the bacillus bulgaricus. This 
substitution must be repeated and the proper food 
supplied. Vaccines have not been very successful. 

The chief symptom is severe, persistent, and 
bloody diarrhoea associated with rapid wasting. The 
temperature is mild except in pneumonic cases. 
Death is due usually to exhaustion, wasting, haemor- 
rhage, or perforation. 
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With the aid of the sigmoidoscope the diagnosis is 
usually easy. Bacteriological examination of the 
stools to determine the type of organism responsible 
is important. 

The ulcers usually heal naturally with very little 
or no scarring. Stricture is very rare; usually it 
follows colostomy. 

In cases not operated upon the prognosis is gen- 
erally very unfavorable. Operation should be done 
early as usually it must be performed sooner or 
later. The two forms of operation are: 

1. The formation of an artificial anus to place 
the colon at rest. The two objections to this pro- 
cedure are, first, that usually it must be done at the 
cecum, a form of colostomy which is very unpleasant 
and interferes with digestion; and second, that 
closure of the opening may be rendered impossible 
by contraction of the bowel below. 

2. Appendicostomy for irrigation of the bowel. 
This may be performed under local anesthesia. In 
order to prevent infection from the causative 
organism, the appendix should not be opened un- 
til the wound in the abdominal wall has healed. 
High enemata are useless for irrigation. A catheter 
should not be tied in the appendix as it may cause 
sloughing. A properly performed appendicostomy 
will remain patent indefinitely. The irrigation 
can be performed by the patient. A hypertonic 
solution at body temperature should be used. Salt 
solution is the best. A weak silver solution such as 
argyrol or protargol may be employed, but not 
silver nitrate. Kaolin for haemorrhage, sour milk 
with bacillus bulgaricus, and oil have their indica- 
tions. The irrigations should be done twice daily. 

W. E. C. Dickson. Ulcerative colitis may be 
caused originally by one specific organism, but rapid- 
ly becomes a mixed infection. Therefore the mixed 
type of vaccine gives the best results. A complete 
bacteriological examination is necessary; this may 
require three weeks. The bacillus pyocyaneus is of 
considerable importance. 

Agglutination and other immunity tests with the 
patient’s serum are of little value. 

The infective agent may be ingested or may be 
present in other foci of infection in the body. 

Cultures of the blood and urine may give evidence 
of the causative organisms. A blood count reveals a 
leucopenia with a relative lymphocytosis and ane- 
mia, especially hemoglobinemia. An injection of 
horse serum will often cause a leucocytosis. The 
absence of eosinophiles from the peripheral circula- 
tion may serve to differentiate the condition from 
intestinal infection with worms. 

L. S. DupGeon. The intestinal lesions of ul- 
cerative colitis resemble those of bacillary dysentery, 
but they are not necessarily caused by the same 
organism. In the differential diagnosis the sigmoido- 
scope should be used and a careful examination 
made of the feces, material from the floor of the 
ulcer, and the blood. 

A. F. Hurst. The intravenous injection of a 
polyvalent anti-dysenteric serum has given good 


results. Calcium lactate tends to control joint 
symptoms. Desensitization by small preliminary 
doses will prevent an anaphylactic reaction. Paraftin 
and saline aperients should be employed to keep the 
stools soft. 

Str CHARLES GOoRDON-WATSON. Sera should be 
tried in acute cases. In those of the chronic type 
appendicostomy with flavine irrigations is most bene- 
ficial. The opening should be kept patent after recov- 
ery as recurrences are common. The primary focus 
should be removed. 

Douctas Drew. Appendicostomy has been dis- 
appointing in its results. The passage of the fecal 
stream over the colon keeps it irritated. 

Marcus H. Hosart, M.D. 


Lockhart-Mummery, J. P.: The Technique of 
Resection and Anastomosis of the Colon for 
Tumor. Proc. Roy. Soc. Med., Lond., 1923, xvi, 
Sect. Surg., 69. 

Considerable advance has been made in the last 
ten vears in abdominal surgery. Improvement in 
diagnosis makes it possible to determine the presence 
of an abdominal tumor before acute obstruction 
occurs, and this has changed the type of operation 
performed for tumors of the colon. 

In cases of obstruction of the large bowel it is 
best to relieve the obstruction first and remove the 
tumor later. Abdominal exploration should be de- 
ferred until the intestines have returned to normal. 
Simple tube drainage of the cecum will render 
exploration possible in a few days. 

Careful pre-operative preparation is important. 
Purgatives, opium, belladonna, intestinal antiseptics, 
and liquid petroleum should be administered until 
the bowels have been satisfactorily cleansed. At 
least two days should intervene between the ad- 
ministration of the purgatives and the operation. 
Charcoal or methylene blue should be given with the 
purgative. If this does not appear in the stools in 
from twenty-four to thirty-six hours, the cleansing 
should be repeated. The use of a week or more in 
this preparation is fully justified. 

As the majority of the lesions occur in the sigmoid 
flexure, the descending colon, and the splenic flexure, 
the diagonal incision is usually best. This should 
extend from near the midline 14% in. above the 
symphysis to the angle beneath the last rib. With 
such an incision and the patient slightly turned on 
the right side, splendid exposure of the left side of 
the colon is obtained and the splenic angle is very 
easily reached. Nearly the entire incision lies 
through thick musculature which readily heals, and 
only one nerve is apt to be divided. 

If the location of the lesion is in doubt, a midline 
incision should be used. 

The old mechanical methods of joining the colon 
after resection have been discarded as stitching is 
more satisfactory. Axial anastomosis is used for the 
small bowel, but lateral anastomosis is the method 
most frequently employed for the large intestine. 
The disadvantages of lateral anastomosis are that it 
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requires a much greater length of bowel, more exten- 
sive freeing of the colon, and more time, the subse- 
quent anatomical result is not perfect, and the blind 
pouches may cause trouble later. 

Axial anastomoses of the colon have given poor 
results because of abscess and fistula formation due 
to the segmental type of blood supply. The stitches 
sometimes constrict the vessels on the mesenteric 
side, thus damaging the blood supply to the opposite 
side of the colon and causing sloughing. If the bowel 
is cut at an angle of 45 degrees, an adequate blood 
supply is provided and the lumen is increased, good 
results being thus assured. In axial anastomosis 
careful aseptic technique should be used. It is im- 
portant to protect the wound with towels and to 
change the gloves and instruments after handling 
the interior of the colon. The author draws the part 
to be resected out of the wound, secures the mesen- 
teric vessels, cuts the mesentery, and places rubber 
clamps well above and below the area. The section 
is removed by cutting at an angle of 45 degrees. 
The two cut ends of the bowel are held together with 
forceps and stitched with catgut passed through all 
of the layers, every fourth or fifth stitch being 
locked to control bleeding. A fine catgut peritoneal 
suture is then made around the gut and an omental 
graft stitched around the suture line. The caecum 
is drained by the tube method. 

Other methods described are those to obtain 
anastomosis without exposing the interior of the 
bowel, such as crushing the bowel with forceps and 
suturing the outer layers, the introduction of one 
straight suture through the crushed ends and its 
removal after the insertion of the permanent stitches, 
and the use of various clamps. 

The end of the colon may be closed by: (1) sutur- 
ing over a clamp and tying the ends; (2) rolling the 
crushed edge in opposite directions with two forceps 
and tying; (3) making a Swiss roll and suturing; 
(4) sewing over a tapered clamp and covering with 
a pursestring suture. 

In joining the ileum to the large gut, the ileo- 
cecal valve should be preserved if possible. 

For anastomosis of the lower end of the pelvic 
colon the tube method is preferred. 

In total colectomy the ileocecal valve should be 
preserved if it is not diseased, and the great omentum 
removed. 

The author has had better results with axial than 
with lateral anastomosis of the colon. 

Marcus H. Hopart, M.D. 


Forgue and Milhaud: The Circulation of the Sig- 
moidorectal Segment; The True Importance 
of Suedeck’s Point: A Contribution to the 
Technique of Abdominoperineal Extirpation 
of the Rectum (La circulation du segment sig- 
moido-rectal; la value réelle du point de Suedeck; 
contribution 4 la technique de l’extirpation abdo- 
mino-périnéale du rectum). Rev. de chir., Par., 
1923, xiii, 61. 


_In the extensive operations performed for cancer 
of the rectum, ligature of certain vessels has resulted 


in gangrene of the portion of the intestine nearest 
the perineum; or in cases of resection, in the disunion 
of the sutures through ischemic necrosis of the 
intestine. The gangrene is dependent upon failure 
of collateral circulation. The authors have there- 
fore attempted to solve the following problems: 

1. What are the different dispositions of the in- 
ferior mesenteric artery which supplies the sigmoid 
colon and the rectum? 

2. At what points may ligation be done without 
danger of gangrene or disunion of the sutures after 
excision of an intestinal neoplasm? 

The inferior mesenteric artery arises from the 
aorta from 5 to 8 cm. above its bifurcation and 
passes down and to the left between the folds of the 
iliac mesocolon to a point near the level of the left 
common iliac artery. There it divides into two 
branches: the trunk of the left colic arteries and the 
superior hemorrhoidal artery. In general, anato- 
mists consider the colics as collateral branches and 
the superior hemorrhoidal artery as the terminal 
branch. 

The trunk of the left colic arteries divides into two 
or three branches which trifurcate and form anas- 
tomoses in a series of arches which give off the 
terminal branches to the left half of the transverse 
colon, the descending colon, and the iliac colon. 
The upper branch of the left colics anastomoses with 
the right superior colic branch of the superior 
mesenteric artery, and the lowest branch anastomo- 
ses with the superior hemorrhoidal. This is the 
classical disposition of the vessels. In the absence 
of the inferior mesenteric artery, the left colic 
arteries, the sigmoid, and the superior hemorrhoidal 
are supplied from the superior mesenteric. 

According to Cuneo and Mondor, the collateral 
distribution of the inferior mesenteric shows two 
variations: one, a ladder-like origin of the branches, 
and the other a fan-shaped origin. In the first, the 
left colic artery comes off alone from the inferior 
mesenteric about 2 cm. from its origin while the sig- 
moids come off about 2 to 3 cm. below. In the second 
variation the left colic and the sigmoids come off at 
the same level and sometimes by a common trunk. 

The numker of sigmoids is variable and according 
to Mondor depends upon the length of the loop and 
the length of the pelvic mesocolon. 

Like the colic arteries on the right side, those on 
the left meet in the mesocolon, bifurcate, and 
anastomose in a manner to form long arches with 
their convexity outward. From the convex side of 
these arches escape numerous branches which gain 
the intestinal wall either directly or after forming 
smaller arches. 

The upper left colic anastomoses with the superior 
right colic, and the left inferior colic with the 
superior hamorrhoidal. 

All the anastomoses along the edge of the mesen- 
tery of the large intestine constitute the marginal 
artery of the colon. This artery lies at a variable 
distance from the colon, being very close where the 
colon is fixed and about 2 to 3 cm. away in the mobile 


nt 
ry 
fin 
he 
be 
pe 
V- 
us 
is- 
val 
of 
or 
vi, 
ist 
in 
ice 
on 
on 
is 
he 
le- 
ul. 
er 
it. 
oS, 
til 
At 
d- 
n. 
he 
in 
ng 
in 
id 
re, 
Id 
he 
th 
on 
of 
ry 
es 
nd 
ne 
on 
is 
he 
od 
ne. 
it 


112 INTERNATIONAL ABSTRACT OF SURGERY 


portion of the sigmoid colon. According to Cuneo 
and Mondor, the greater the mobility of the colon 
the more definite the plexus formation of the anas- 
tomoses and the greater the distance of the arches 
from the border of the intestine. 

The superior hemorrhoidal artery is the longest 
and most voluminous of the arteries of the rectum. 
It may be considered as the extension of the inferior 
mesenteric artery. It passes in the folds of the 
lumbo-sacral root of the pelvic mesocolon until, at 
the upper extremity of the rectum, it joins the rec- 
tal wall on the posterior side between the aponeu- 
rotic sheath and the muscular tunic. Sometimes it 
bifurcates within the mesocolon, before it reaches 
the rectum, but more often it divides at the level of 
the upper extremity of the ampulla. The results of 
bifurcation are: (1) The right superior hamorrhoid- 
al artery, which is the larger, descends obliquely on 
the posterior and right side to reach the anterior 
wall. (2) The left superior hemorrhoidal artery 
passes down the anterior rectal wall. These two 
arteries have irregular collateral branches. Unlike 
the colic terminals, the rectal terminals have no 
arch formation. 

The intestinal segment between the last sigmoid 
artery and the bifurcation of the superior hem- 
orrhoidal artery is poorly vascularized. This por- 
tion, which is called the point of Suedeck, is supplied 
by the anastomosis between the last sigmoids and 
the superior hemorrhoidal artery. Ligation of the 
superior hemorrhoidal artery below this point will 
lead to gangrene of the rectum. 

On the kasis of injection experiments Dietrichs 
drew ihe following conclusions: 

1. Ligation of the inferior mesenteric artery does 
not modify the circulation of the rectum provided 
the ligature is placed between its origin and the 
origin of its last important collateral branch which 
arises about 1 cm. below the promontory. 

2. Ligation of the terminal part of the inferior 
mesenteric artery below this last collateral is fol- 
lowed by almost complete loss of circulation te the 
rectum and the rectosigmoid juncture. 

3. Ligation of the right and left superior ham- 
orrhoidals leads to suppression of the circulation in 
the corresponding sides of the rectum. 

The anastomosis of the last sigmoid with the 
terminal of the inferior mesenteric or one of the 
hemorrhoidals is the last arch of colic vessels and 
the chief source of the collateral circulation between 
the last portion of the sigmoid and the vessels 
of the rectum. If ligation is done above this point, 
the blood may still be supplied to the rectum by 
the route of the last anastomosis, but if ligation is 
done below the critical point the rectum is deprived 
of this anastomotic arch and there is risk of necrosis 
of the terminal end. 

The situation of the critical point under discus- 
sion is somewhat variable, but Mondor has found it 
usually to be about 2 cm. below the promontory. 

Gangrene of the terminal end of the rectum is a 
possibility in every operation on the upper end, 


whether it is done by the sacral route (which has 
been practically abandoned by French surgeons), 
the abdominoperineal route (which is usually the 
route of choice), or the perineal route (which still 
has numerous indications). This gangrene is the 
result of ischemia due to lack of circulation. In- 
testinal necrosis leads to disunion of sutures fol- 
lowed by infection of the perirectal cellular tissues 
or the peritoneum. 

The demonstration of the circulatory weakness 
of the point of Suedeck has been made by Suedeck 
and by Dietrichs through injections. Ruebesch 
made twenty-four experimental injections showing 
this condition. It has been demonstrated also in 
several autopsies. 

In a perineal amputation of the rectum a pre- 
liminary laparotomy should be performed to permit 
the correct placing of a ligature on the superior 
hemorrhoidal artery. While in some cases the 
rectum may obtain enough blood from fine anas- 
tomoses even when the superior hemorrhoidal is 
ligated below the critical point, this is so rare that 
it should not be relied upon. 

In doing a combined abdominoperineal operation 
the surgeon has the choice of sacrificing the distal 
end and making an artificial iliac anus, or of mobiliz- 
ing the proximal end without injuring the circulation 
and bringing it through the skin at the perineum or 
attaching it to the conserved anal canal. The 
authors consider the iliac colostomy the procedure 
of choice, but believe that the anal segment, when 
healthy, should be saved. = Roscor Jepson, M.D. 


Buie, L. A.: Benign Strictures of the Rectum. 
J. Am. M. Ass., 1923, 1xxxi, 1357. 


The difficulty in determining the etiology of 
benign strictures of the rectum is due to the irregular- 
ity of methods. Histories positive for syphilis and 
positive Wassermann reactions are not conclusive 
proof that the strictures are syphilitic, and micro- 
scopic examination is of little value because the early 
characteristics of the lesions are distorted by second- 
ary changes. Non-syphilitic lesions may be present 
in syphilitics. 

The author reports a study of 258 cases. Ninety- 
six and seventy-five hundredths per cent of the 
patients were over 20 years of age. One hundred 
and thirty-eight were males. The duration of symp- 
toms was usually over two years. The most 
prominent symptoms were constipation, alternating 
constipation and diarrhoea, diarrhoea, cramps, tenes- 
mus, obstruction, incontinence, and the passing of 
blood and pus. Two hundred and sixteen patients 
had low rectal strictures; only thirty-five mentioned 
deformed stools. Fifty-five patients had a positive 
history of syphilis, a questionable history, a positive 
Wassermann reaction, or central nervous system 
syphilis. Thirty-two of these had had an operation 
on the rectum, an operation for extensive pelvic 
inflammatory disease, or entamcebiasis. One stric- 
ture followed cystoscopic examination with per- 
foration of the urethra, and another was associated 


1 

| 

i 

( 

| 

] 

t 
il 
r 
0 
kc 
n 

p 
al 
tl 
fl 
di 
si 
se 
m 
m 
at 
ra 
de 
CO 
qu 
ty 
su 
eli 
ua 
su 
tic 
be 
by 
pe 
ta: 


SURGERY OF THE ABDOMEN 113 


with a sinus from a tuberculous hip to the rectum. 
Three of the patients had radium burns and two had 
been scalded during proctoclysis. 

Treatment for syphilis is usually employed, but 
is without benefit. Most forms of treatment are 
disappointing. Resection, when possible, offers the 
best results. Dilatation is helpful, but is painful, 
long drawn out, and not curative. Colostomy should 
be done more often. Louis A. Bure, M. D. 


Alglave and Saleil: Cancer of the Rectum Treated by 
Radium Therapy After Exclusion of the Diseased 
Intestinal Segment; Condition of Healing One 
Year Later (Cancer du rectum traité par radium 
thérapie aprés exclusion du segment intestinal malade; 
Vétat de guérison aprés un an). Bull. et mém. Soc. de 
chir. de Par., 1923, xlix, 1102. 


In the case of a man, 59 years of age, who had noted 
the first signs of rectal disease two months previous- 
ly, an annular growth with infiltration of the various 
layers of the rectum was found. Histologic exam- 
ination of a specimen showed carcinoma. 

The first operation consisted in exclusion of the 

rectosigmoid segment in two stages. An omega- 
shaped skin incision, with the open end of the 
omega toward the median line, was made in the 
lower right quadrant of the abdomen, the anterior 
musculo-aponeurotic layers of the abdominal wall 
were separated, and the peritoneum was opened. 
The iliac sigmoid was then drawn out, its mesentery 
perforated, and the omega skin flap passed through 
and then resutured in the original location. Thus 
the sigmoid was made to extend over the skin 
flap like a bridge. Five or six days later, when it 
had become well adherent to the surrounding ab- 
dominal wall, it was divided with the thermo- 
cautery so that each stump extended 1 to 2 cm. 
outside the abdominal wall. In this manner two 
sigmoid openings were formed. The upper opening 
served as a fecal fistula, and the lower one per- 
mitted daily lavage of the rectal neoplastic seg- 
ment. 
- After several lavages the diseased segment be- 
came suitable for radium treatment. Saleil placed 
at the center of the neoplasm 100 to 120 mgm. of 
radium bromide filtered through 1 mm. of silver. 
The aluminum container was fixed in place for seven 
days by a suture at the anal margin. 

During the subsequent weeks the patient suffered 
considerably from rectal inflammation which re- 
quired injections of morphine, sometimes six in 
twenty-four hours. Fragments of gangrenous tis- 
sue of foul odor and foetid sanguinous fluid were 
eliminated and lavaged out. This elimination grad- 
ually ceased until only mucus from the secreting 
surface of the rectum remained. Local examina- 
tion showed that the location of the neoplasm had 
been replaced by a cavity which was circumscribed 
by a soft, pink, healthy appearing membrane. 

The artificial anus had sufficient continence to 
Permit the patient to come and go and sit at his 
task without inconvenience. Occasionally a little 


lavage of the upper segment was necessary to ob- 
tain a stool. 

The patient’s general condition is very good, and 
if healing is maintained for several months, Alglave 
expects to close the abdominal openings by lifting 
the skin flap and re-establishing the continuity of 
the intestinal canal by the aid of Dupuytren’s 
enterotome. 

The authors have used the method of radio- 
therapy described in eight cases. 

Wa tter C. Burkert, M.D. 


Drueck, C. J.: Tuberculosis of the Anus and 
Rectum. Am. J. Clin. Med., 1923, xxx, 655. 


Tuberculosis of the skin about the anus appears 
as miliary, ulcerative, or lupoid lesions. 

Miliary tuberculosis about the anus is very rare 
and occurs as a complication of tuberculosis of 
other parts of the body. 

Tuberculous ulcers at the anus sometimes begin 
with injury. They may appear first on the external 
skin or within the anal canal. They are not confined 
to a sulcus but widen out in all directions. Their 
borders are clean-cut and undermined and surround- 
ed by a raised zone of induration. There is not much 
pain with the passage of faeces or during the manip- 
ulation of examination. The latter feature dis- 
tinguishes this ulceration from fissure, chancre, 
mucous patch, and rodent ulcer. Unlike syphilitic 
ulcerations, healing does not occur at one spot while 
the ulceration progresses at another. 

Lupus begins at the mucocutaneous juncture at 
the anus or vulva as a small, soft, reddish-brown 
nodule in the corium which later breaks down into 
small ulcers irregular in outline and with an indurated 
base. One of the chief conditions from which this 
lesion must be differentiated is cancer. Cancer 
rarely occurs in early life and, when it does, runs a 
rapid course, whereas lupus frequently appears in 
childhood and persists in adult life. The base of 
the cancer ulcer is pearly white, indurated, uneven, 
and glazed, and its edges are everted. Lupus ulcers 
are usually multiple and have a soft, insensitive base 
and edges covered with granulations. The secre- 
tions of cancer are scanty and foetid while the dis- 
charge of lupus is profuse and odorless. Syphilis is 
distinguished by the history or by the presence of 
skin lesions, mucous patches, and a positive 
Wassermann reaction. 

If the initial tuberculous lesion in the anus is of 
moderate extent or inactive, the treatment may 
consist of thorough cauterization with the Paquelin 
cautery followed by gradual exposure to the sun- 
light. 

In anal lupus, satisfactory results have been ob- 
tained from phototherapy and the use of the roent- 
gen rays. Zinc cataphoresis has also proved suc- 
cessful. 

Tuberculosis within the rectum occurs most 
commonly in the form of ulcerative and hyper- 
trophic changes. The miliary form is rare. Usually 
the condition is secondary to tuberculosis of the 
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genital organs. The mucosa is pale and anemic 
except that about the nodule there is a ring of con- 
gestion. Ultimately the nodules break down into 
cup-like ulcers. 

Ulcerative tuberculosis of the bowel is usually 
secondary to pulmonary tuberculosis. It begins in 
the solitary follicles and Peyer’s patches, but spreads 
into large irregular ulcers which follow the course of 
the blood vessels. Beneath the ulceration is a de- 
posit of fibrous tissue. ‘The local symptoms of 
tuberculous ulceration of the sigmoid or rectum are 
lumbar or sacral pain and rectal tenesmus accom- 
panied by diarrhoeal evacuations of pus, blood, and 
mucus which increase until thirty or forty evacua- 
tions occur daily. 

Tuberculous ulceration of the bowel should be 
looked’ for in every case of pulmonary tuberculosis 
with diarrhoea. The clinical picture is characterized 
by: (1) the presence of tuberculosis elsewhere; 
(2) ulcers which follow the blood vessels and in the 
rectum spread out irregularly; (3) a diarrhoeal dis- 
charge of mucus, blood, and pus; and (4) general 
emaciation. 

Ameebic ulcers may be mistaken for tuberculous 
lesions, but the patient with amoebic dysentery 
passes through many periods of symptomatic cure 
followed by sharp relapses which is quite in con- 
trast to the course in tuberculosis. In amoebic 
ulceration there is little variation in the temper- 
ature and an increased pulse rate only with ex- 
haustion, while in tuberculous ulceration fever and 
acceleration of the pulse rate are always present. 

Cancer in the ulcerative stage fills the lumen of 
the gut and causes symptoms of obstruction. 

Syphilitic ulcer has a punched-out appearance 
with raised edges, while the tuberculous ulcer is 
irregular and has an uneven base. 

Hyperplastic tuberculosis of the bowel, which is 
sometimes confused with syphilis and cancer, is 
characterized by the formation of a dense hyper- 
trophy. A proliferating stenosis with thickening of 
the wall is found in the caecum and appendix as 
well as in the sigmoid and rectum. The patient has 
the same diarrhoea, tenesmus, sacral pain, and loss 
of weight as in the ulcerative type of tuberculosis. 
The lesion can be differentiated from cancer or 
diverticulitis only with the microscope. If stricture 
occurs, resection is indicated. 

Tuberculous peri-anal abscess and fistula may or 
may not be associated with tuberculosis elsewhere. 
About 5 per cent of persons with pulmonary tuber- 
culosis have rectal fistul. 

The signs of a tuberculous rectal fistula are the 
discharge of a small amount of thin milky white 
material from an abscess which never heals, the 
presence of dense induration, the absence of pain 
on manipulation, the presence of multiple external 
openings, and the finding of tuberculous tissue and 
secretion on biological study. 

The external opening of a tuberculous fistula 
differs from that of the simple fistula in that, instead 
of the usual small opening, there may be a cavity 


large enough to admit the examiner’s finger. The 
skin about the opening is livid and purple, and the 
ulcer is irregular, with undermined edges, and has a 
pale base. Sometimes the gelatinous granulations 
overflow the ulcer until the external opening re- 
sembles a wart. 

A further aid in determining the tuberculous char- 
acter of a rectal fistula is the presence of calcified 
lymph glands within the pelvis. Guinea-pig inocula- 
tions and microscopic examination of a section of 
the tissue are also indicated in doubtful cases. 

In cases without an active tuberculous lesion 
elsewhere the treatment should consist in excision 
of the fistula with a cautery or knife and stimulation 
of healing by daily exposure to sunlight and air. In 
cases with an active tuberculous focus elsewhere, 
the use of bismuth-iodoform mixtures in paste or 
emulsion form is indicated. The wound should first 
be thoroughly irrigated with sterile saline or boric 
acid solution and then swabbed with 75 per cent 
alcohol. After the injection of the bismuth-iodo- 
form mixture it should be closed with collodion or 
adhesive. WitttAm A. Henpricks, M.D. 


LIVER, GALL-BLADDER, PANCREAS, AND 
SPLEEN 


Einhorn, M., and Laporte, G. L.: Indigocarmine 
as a Functional Permeability Test of the Liver. 
N. York M. J. & Med. Rec., 1923, cxviii, 350. 

Indigocarmine was used by the authors as a means 
of determining liver permeability. The average 
time for ro c.cm. of a 1 per cent solution of the dye 
given intramuscularly to appear in the bile of con- 
trol patients was forty minutes. When liver disease 
was present, the time for the appearance of the dye 
was lengthened. When small amounts of the dye 
appeared in the bile, correspondingly larger amounts 
appeared in the urine. 

White blood counts taken every thirty minutes in 
four cases of cancer of the liver showed a normal 
rise after the ingestion of 200 c.cm. of milk—a 
finding quite contradictory to the observations by" 
Widal. P. VAN WaceENEN, M.D. 


Friedenwald, J., and Gantt, W. H.: Some Observa- 
tions on the Phenoltetrachlorphthalein Test 
as a Means of Determining Liver Function. 
Am. J. M. Sc., 1923, clvxi, 519. 

The authors state that the phenoltetrachlorphthal- 
ein test is a valuable means of determining liver 
function, but in order to obtain reliable results it 
must be carried out carefully in every detail, the 
preparation used must be fresh, the tube must be 
properly introduced, and the drip well established. 

In normal persons, the length of time elapsing 
before dye is excreted is extremely constant from day 
to day and averages thirteen and seven-tenths min- 
utes. A delay of more than twenty-three minutes 
indicates hepatic disease or mechanical obstruction 
between the biliary ducts and the ampulla of Vater. 
The most marked delay occurs in biliary cirrhosis. 
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The test has proved useful in checking up the 
technique of non-surgical biliary drainage. It has 
been found of value also in the diagnosis of cirrhosis 
and carcinoma of the liver and obstruction of the 
common duct due to stone or tumor. The manner in 
which the tetrachlorphthalein flows may aid in 
differentiating cases in which a delay occurs—espe- 
cially the differentiation of cholelithiasis, cancer and 
cirrhosis of the liver, and external causes of obstruc- 
tion. In cases of calculus the flow is usually inter- 
mittent and shows a variation from day to day, 
whereas in cirrhosis and other forms of obstruction 
it is constant and exhibits extremely slight variation 
from day to day. SAMUEL Kaun, M.D. 


Bloom, W.: The Réle of the Lymphatics in the Ab- 
sorption of Bile Pigment from the Liver in 
Early Obstructive Jaundice. Bull. Johns Hopkins 
Hosp., Balt., 1923, xxxiv, 316. 


The question of the origin of jaundice is apparent- 
ly unsettled. In a review of the literature Bloom 
tound that, according to the belief of some writers, 
the damming back of bile in biliary obstruction is 
associated with dilatation and rupture of the bile 
capillaries. There is a difference of opinion also as 
to whether absorption takes place by way of the 
blood or the lymph stream. 

In experiments performed on dogs in an attempt 
to solve the first of these problems, the livers were 
fixed with formalin and Zenker’s solution, stained 
by Eppinger’s method, and carefully examined. In 
no case was rupture of a bile capillary found. 

To determine whether absorption takes place by 
way of the blood or the lymph stream, the kidneys 
of the dogs were removed prior to the experiments 
in order to prevent the escape of bile pigment by 
urinary excretion. Preliminary work had proved 
that simple nephrectomy does not cause _bili- 
rubinemia. In another series of experiments with 
the gall-bladder and the kidneys removed, it was 
found that Van den Bergh’s indirect test for bili- 
rubin became positive in the blood serum approxi- 
mately two hours after ligation of the common duct. 
In a final series of experiments, in which, in addi- 
tion to the conditions of the previous experiments, 
the entire lymph stream of the thoracic duct was 
collected, the reaction to the indirect Van den 
Bergh test was positive in the lymph when the blood 
serum was still pigment-free, and the blood serum 
remained pigment-free up to the time the dogs were 
killed—from three to five and one-half hours. 

In a discussion of the Van den Bergh test, Bloom 
calls attention to the fact that while the indirect 
reaction was positive in the experiments reported, 
the direct reaction was always negative. In the 
direct tests, Ehrlich’s diazo reagent was added to 
simple blood serum, and in the indirect tests it 
was added to alcoholized protein-free serum. The 
direct reaction is positive only in cases of definitely 
obstructive jaundice, while the indirect is positive 
in all types of jaundice, regardless of its cause. 

I. M. Hay, M.D. 


Silhol, J.: Tumor of the Liver; Resection; Recovery; 
Histologic Examinations (Tumeur du foie; ré- 
section; guérison; examens histologiques). Bull. et 
mém. Soc. de chir. de Par., 1923, xlix, 1033. 


A woman, aged 27 years, suffered for seven months 
with epigastric tenderness, loss of appetite, nausea, 
and occasional vomiting. For five months there had 
been an enlargement of the left upper abdomen 
which did not increase in size. A dry pleurisy had 
been present for four years. There was no history 
of syphilis or miscarriage. The scars of cervical 
and supraclavicular adenitis of childhood were found. 
Complaint was made of slight general itching. 

Examination revealed in the left hypochondrium 
a hard, movable, somewhat tender tumor which 
was the size of an orange and seemed continuous 
with the left lobe of the liver. The liver was en- 
larged two finger-breadths downward. The spleen 
was palpable as distinctly separate from the mass. 
X-ray study revealed no involvement of the stomach. 
The Wassermann blood reaction was negative, but 
the intradermal reaction was positive. The urine 
contained albumin, urobilin, and traces of bile. The 
apex of the right lung was somewhat impaired. 

At operation through an upper midline incision 
an orange-size, nodular tumor was found occupying 
the convex and inferior surfaces of the left lobe of 
the liver. The nodules were a pale yellow and of 
firm consistency. The hepatic extremity of the 
tumor was narrowed into a 12-cm. isthmus. Through 
this, an amputation was performed. Hemorrhage 
was controlled by ligation of each half of the isth- 
mus. The omentum was fixed without suture 
against the line of liver closure. There were no ad- 
hesions or ascites. The patient recovered. 

The histologic diagnosis was disputed. The re- 
port of one pathologist was: ‘Tuberculosis with 
progressive and very extensive caseation: at the 
periphery of the caseous zone, lympho-conjunctive 
reaction and giant cells.’ Another claimed that 
the growth showed the structure of a subacute 
caseous inflammation due to tuberculosis or syphilis. 
No tubercle bacilli could be demonstrated. 

The diagnosis of sclero-gummatous liver was 
based upon these findings: (1) a bizarre acid- 
ophilia, leucocytic débris, and vague fibrinoid struc- 
ture; and (2) the presence of numerous plasmato- 
cytes, fixed cells in the course of sclerotic organi- 
zation, pericapillaritis, and the absence about the 
giant cells of a more or less extended circle of 
lymphoid cells. 

The author is therefore uncertain whether the 
tumor was tuberculous or syphilitic. 

Wa ter C. Burket, M.D. 


Alvarez, W. C., Meyer, K. F., Rusk, G. Y., Taylor, 
F. B., and Easton, I.: Present-Day Problems in 
Regard to Gall-Bladder Infections. J. Am. M. 
Ass., 1923, Ixxxi, 974. 


The authors urge earlier recognition and opera- 
tive treatment of cholecystitis. This condition they 
characterize as a disease which begins in youth 
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but is first recognized and properly treated in old 
age. In a study of sixty cases they found that the 
average duration of symptoms was nineteen years. 

Early diagnosis is based on a history of pain and 
signs of reverse peristalsis such as vomiting, sick 
headache, belching, bloating, lassitude, constipa- 
tion, and hemorrhoids. Colic occurs in about 20 
per cent of the cases. Jaundice is not a very com- 
mon sign and clay-colore stools occur in very 
few cases. A history of infection in the appendix, 
sinuses, pelvis, or joints 1s frequent; typhoid is 
rather rare. The most impertant physical sign is 
a tender liver edge. The \‘eltzer-Lyon diagnostic 
test is not of much value. The X-ray is helpful 
mainly in ruling out other gastro-intestinal troubles. 

At operation 64 per cent of the authors’ cases 
showed definite gross pathology; in the others the 
gall-bladder was removed on the strength of the 
history. Thirty-six of the thirty-seven more ques- 
tionable gall-bladders subjected to section showed 
definite pathology. Cultures revealed infection of 
the wall in 63 per cent and of the bile in 29 per 
cent; 35 per cent were sterile. 

The operative mortality was 1.7 per cent. Seven- 
teen of the patients are perfectly well; eighteen 
are much better, eleven are somewhat better, and 
three have not been benefited by the operation. 

M.L. Mason, M.D. 


Lemierre and Lévesque: Independent Biliary Re- 
tention During Convalescence from an Icterus 
of Spirochztal Origin; Normal Pigmentary 
Cholzmia and Simultaneous Choluria (Re- 
tention biliaire dissociée pendant la convalescence 
d’une spirochetose icterigene; cholémie pigmentaire 
normale et cholalurie simultanées). Bull. et mém. 
Soc. méd. d. hép. de Par., 1923, 3 S. XXXix, 5. 


Examination of the urine is not sufficient to es- 
tablish an independent icterus since in cases of high 
pigmentary cholemia the urine may contain bile 
salts but no bile pigment. The authors report a case 
of normal pigmentary cholemia with elimination of 
bile salts in the urine as shown by the Hay test. The 
patient was a 50-year-old man who had a spiro- 
chetal icterus and during exacerbations excreted 
in the urine large amounts of urobilin without true 
biliary pigment. The Hay test was positive. Later, 
when the stools were clay-colored, bilirubin appeared 
in the urine and urobilin was present only in traces, 
the Hay test remaining positive. Two months later 
the blood showed a pigmentary cholzmia of 1:30,000. 
Soon the Hay test became negative. Pruritis was 
present as long as the Hay test was positive. 

Speep, M.D. 


Dahl-Iversen, E., and Schierbeck, N. J.: Congenital 
Atresia and Stenosis of the Bile Ducts (Ueber 
angeborene Atresie und Stenose der Gallenwege). 
Bibliot. f. Leger., 1923, cxv, 50. 

The literature to date reports 137 cases of congenital 

atresia and stenosis of the bile ducts. Of these, 129 

(including the authors’ five cases) fall into seven 


categories: (1) absence or obliteration of all the 
extrahepatic bile ducts; (2) entire or partial ab- 
sence or obliteration of the choledochus; (3) ob- 
literation of the upper end of the cystic duct; (4) 
absence or obliteration of the hepatic duct; (5) 
multiple atresia of the extrahepatic bile passages; 
(6) atresia of the cystic duct with or without in- 
clusion of the gall-bladder; and (7) stenosis of the 
extrahepatic bile passages. 

In eighteen of the cases, an inflammatory process 
was found to be the cause of the occlusion; in the 
111 others, the condition was regarded as a con- 
genital anomaly. With regard to the cause of such 
anomalies the authors favor the theory of von 
Meyenburg, which is supported by the embryo- 
logical observations of Lewis. Von Meyenburg con- 
tends that in the anlage the primitive bile passages 
are interrupted and become linked up with the 
general system only secondarily. 

In the authors’ five cases the diagnosis was con- 
firmed at autopsy. 

The signs are icterus, acholic faces, the presence 
of bile pigment in the urine, emaciation, atrophy, 
restlessness or stupor indicating cholemic intoxi- 
cation, a hemorrhagic diathesis, muscular spasms, 
and finally, convulsions and coma. The temperature 
remains normal or is subnormal. In the majority 
of the cases the urine contains no urobilin or uro- 
bilinogen. Frequently, furuncles, abscesses, bron- 
chopneumonia, and uncontrollable hemorrhage are 
contributory causes of death. 

In the differential diagnosis, icterus gravis neo- 
natorum is distinguished by the presence of pigment 
in the stools and urine and early collapse. The 
septic forms of icterus are characterized by fever 
and the other signs of inflammation. Subchronic 
hepatitis occasionally cannot be differentiated. 

The only form of treatment is surgical operation. 
Hepatostomy and cholangio-enterostomy have often 
been attempted. The chances for success are very 
slight as the subject is usually a weak, icteric child 
in grave danger of hemorrhage. Cholodocho- 
enterostomy and cystenterostomy give a favorable 
result in only 8 to 12 per cent of the cases. 
Cholangio-enterostomy should be done in two stages. 

Draupt (Z). 


Haggard, W. D.: The Diagnosis and Management 
of Stones in the Common Duct. J. Am. M. 
Ass., 1923, Ixxxi, 709. 

Haggard analyzes a series of 273 operations on the 
gall-bladder and bile ducts. In 6.2 per cent of the 
cases there were common duct stones. In a total of 
fifty cases treated surgically for stones in the com- 
mon bile duct, the mortality was 10 per cent. The 
average age of the patients was 52 years. 

A history of typhoid fever was given in 36 per cent 
of the cases, while an additional 18 per cent were 
treated for so-called ‘typhoid malaria.” All of the 
women had borne children or had had a typhoid in- 
fection. The average duration of symptoms was 14 8 
vears. 
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Characteristic gall-stone colic was present in 90 
per cent of the cases. In 8 per cent, the condition 
was ushered in by gastric distress. All of the patients 
complained of pain in the upper right quadrant of 
the abdomen at some time during the attacks. The 
pain radiated to the back in 45 per cent, to the 
shoulder in 64 per cent, and to the chest in 53 per 
cent. In 90.7 per cent of the cases hypodermic in- 
jections of morphine were necessary. 

Chills were present in 81.1 per cent. Many of the 
patients had received treatment for malaria without 
relief. 

Jaundice occurred in 90 per cent, varying in de- 
gree, duration, and intensity. Half of these patients 
complained of indigestion between attacks. About 
two-thirds of all of them suffered loss of weight and 
strength. 

At operation the common duct was usually found 
dilated. Occasionally the dilatation was marked and 
the duct solidly plugged with calculi. A contracted 
gall bladder with or without calculi was found in 
about 70 per cent of the cases. In a few instances 
the common duct contained white bile due to pro- 
longed obstruction with bile stagnation and excessive 
mucoid secretion. 

Intolerance of the gall-bladder may start the stone 
in motion toward the common duct. If the stone is 
arrested in the duct at the ampulla or higher up so 
that it obstructs the bile flow, characteristic fever, 
colic, and jaundice ensue. The advent of secondary 
infection necessarily determines the severity of the 
condition. 

Distention of the gall-bladder follows pressure on 
the duct from without as in carcinoma of the head of 
the pancreas or stricture of the common duct. 

The pain of common-duct stone is often dull and 
colicky in type, spasmodic, and accompanied by 
rigor or chills and rapid elevation of the temperature 
which often reaches 104 or 105 degrees F. and then 
suddenly drops to subnormal. The febrile reaction 
has been termed the “angle of cholangeic infection.” 
The varying degree of jaundice is characteristic of 
chronic obstruction of the common duct. The stools 
are first gray and then brown, while the urine is bile 
tinged. Calculus obstruction is practically always 
associated with pain. 

In obstruction of the duct due to cancer, pain is 
usually absent. The jaundice is persistent and be- 
comes increasingly severe. As a rule, catarrhal 
jaundice runs its course in six or eight weeks. 

Cases of obstruction of the common duct are late 
neglected cases of gall-stone disease. The mortality 
is about ten times greater than that due to stones in 
the gall-bladder. Common-duct obstruction parallels 
obstruction of the urinary bladder due to prostatic 


_ hypertrophy in that, if it is persistent, it will eventu- 


ally impair the function of an important organ. It 
is best to do a two-stage operation, especially in the 
cases of jaundiced, dehydrated patients. Simple 
drainage of the gall-bladder or duct above the ob- 
struction followed by secondary removal of the 
calculus is the procedure of choice. The marked 


tendency of the jaundiced patient to bleed after 
operation is perhaps best controlled by preliminary 
transfusion of whole blood and the daily intravenous 
administration of 5 to 10 c.cm. of a 10 per cent solu- 
tion of calcium chloride as recommended by Walters. 
Joun W. Nuzum, M.D. 


McArthur, L. L.: Repair of the Common Bile Duct. 
Ann. Surg., 1923, \xxviii, 129. 

Stricture or loss of continuity of the common bile 
duct due to disease, accident, or neoplasm is one 
of the most distressing complications in bile-tract 
surgery, and is occurring more frequently as a sequel 
to former surgical invasions of the bile tract. 

A review of the literature shows that many 
methods have been suggested for the relief of this 
condition, but the final results have been more 
or less unsatisfactory. The missing portion of the 
duct has been reconstructed from flaps of all three 
layers of the bowel and stomach, from portions of 
the gall-bladder, and experimentally from fascial 
transplants. 

The earliest recorded attempt to reconstruct the 
common duct over a tube was made by Jenckel in 
1905. The patient was discharged as cured, but a 
duodenal fistula developed when the tube was re- 
moved. 

In 1907 the author operated upon a case of chronic 
common-duct obstruction due to calculi and scar 
tissue, and passed a small catheter down the duct 
well into the duodenum. Ultimate recovery was 
uneventful although the patient was re-operated 
upon nine months later because of a stricture about 
the site of the former opening. 

The T-shaped tube recommended by Sullivan 
in 1909 has the disadvantage that eventually it 
must be removed, and this has often resulted in 
tearing the tube or injuring the duct so that the 
original injury was reproduced. 

The author’s method consists in passing the 
catheter into the duodenum for a distance of 6 to 
8in. By the constant duodenal and jejunal tug upon 
the catheter, it will ultimately be drawn into the 
intestine and discharged per rectum. In a series 
of eight cases the shortest time of discharge was 
twenty-seven days and the longest sixty-three days. 
If the surgeon desires the tube to remain in place 
longer, this can be readily assured by tying a waxed 
silk ligature to the catheter, bringing it out through 
the interval between the ends of the duct being 
repaired, and carrying it through a small rubber 
tube reaching from the duct to the surface of the 
body. When the tube is to be cast off this thread is 
cut at the surface. Thus the tube may be removed 
without a secondary interference. If it is impossible 
to find the distal end of the duct, the catheter may 
be inserted through an opening in the duodenum 
and held there by a pursestring suture, but this, of 
course, carries with it the potential danger of an 
ascending cholangitis. In the author’s cases there 
was little tendency to leak bile even though a 
hermetic suture was not attempted. 
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McArthur has no data as to how much of a gap 
between the distal and proximal ends can be re- 
paired, but in one case the distance was 34 in. 
In this instance the retaining silk thread was cut 
at the end of four and one-half months, the catheter 
was passed in five weeks, and the patient made an 
uneventful recovery. 

The article is concluded with a report of seven 
cases operated upon successfully by the method of 
reconstruction described. Cyrit J. M.D. 


Mocquot, P., and Costantini, H.: Contusions of 
the Pancreas and False Traumatic Cysts (Con- 
tusions du pancréas et faux kystes traumatiques). 
Rev. de chir., Par., 1923, xlii, 21. 

By “false traumatic cysts” the authors mean any 
collection appearing from twelve days to several 
weeks after an injury to the pancreas. They report 
two cases, one of rupture of the body of the pancreas 
and the other of traumatic cyst following a kick by 
a horse. 

Contusions and false traumatic cysts are bothrare, 
but the latter are more common than the former, the 
ratio being 3:2. Undoubtedly as the number of oper- 
ations performed after injury is increased a greater 
number of cases of contusion will be discovered. The 
prevertebral portion of the pancreas may be injured 
by a blow in the epigastrium, and the left parasplenic 
portion by a thoracic blow. As a general rule the 
parapancreatic vessels escape injury. Of the 143 
cases collected by the authors from the literature the 
majority were those of young males. 

While many writers have considered the cysts as 
due to injury of the canaliculi permitting the pan- 
creatic secretion to distend the tissues, Mocquot and 
Constantini attribute them to partial necrosis of the 
parenchyma. 

The cyst content for the most part is blood and 
pancreatic juice. Occasionally it is quite or nearly 
clear. Pancreatic ferments as such are not usually 
found in these collections, probably because they 
have undergone a chemical change. 

These pseudo-cysts have no proper wall but their 
content is limited by neighboring organs and by ad- 
hesions. The treatment is evacuation of the fluid and 
closure of the space. The usual areas in which such 
cysts form are between the stomach and the colon, 
between the stomach and the liver, behind the 
stomach, between the folds of the transverse meso- 
colon, and on the posterior peritoneal wall against 
the vertebral column. 

The escape of pancreatic juice into the peritoneal 
cavity does not cause areas of fat necrosis unless 
there is an associated escape of bile or duodenal se- 
cretion; the pancreatic secretion is not digestive 
unless it is activated by one of these juices. In hem- 
orrhagic and suppurative pancreatitis the pancreatic 
ferment is activated by the bile, the duodenal juice, 
or bacteria. 

In cases in which the injury is confined to the pan- 
creas there is a history of a severe blow, usually in 
the epigastrium, followed by pain and vomiting, the 


vomitus occasionally being bloody. The pain located 
in the epigastrium is usually dull in character. The 
pulse and temperature are normal. Of greatest im- 
portance in the diagnosis is the pain on pressure in 
the epigastrium and inability to palpate deeply. 
Death results if operation is not performed. In 
favorable cases localization occurs and a pseudo- 
cyst develops. 

When the pancreatic contusion is associated with 
visceral or vascular lesions the symptoms are those 
of visceral injury and internal hemorrhage and the 
diagnosis can be made only at operation. 

Complete rupture of the pancreas with tearing of 
the duct is seldom followed by recovery. If the rup- 
ture is incomplete the escape of pancreatic secretion 
may cause death, but in most cases recovery follows 
with the formation of a pseudo-cyst. 

Secondary hemorrhage is a very important com- 
plication of pancreatic rupture and may occur sud- 
denly as late as the eighth day. 

The symptoms of pseudo-cysts are practically the 
same as those of contusion of the pancreas but usual- 
ly less severe. Following a blow in the epigastrium 
there is local pain which occasionally is associated 
with vomiting and loss of consciousness due to the 
shock to the coeliac plexus. Thoracic symptoms may 
predominate over abdominal symptoms. Occasion- 
ally the symptoms are very few. After a period in 
which the earlier symptoms persist or gradually 
disappear, a swelling is noted in the epigastrium. 
This may appear from several days to several months 
after the injury. In a case reported by Graf it was 
first noted four years afterward. 

This tumor is usually more on the left than the 
right side of the epigastrium, dome shaped, and 
more or less fixed. Usually it is regular and fairly 
well circumscribed, but sometimes it is inseparable 
from the liver; ordinarily it is fluctuating and dull on 
percussion. There is little or no motion with deep 
respiration. To outline the stomach or colon, infla- 
tion is usually necessary. Roentgenography will 
outline the pleura and diaphragm. 

When the cyst compresses the neighboring organs, 
cachexia may result. Frequently there is bronzing of 
the skin. Diabetes is a rare complication. Without 
operation the cachexia ends in death. 

Roscoe Jepson, M.D. 


Whipple, A. O.: Pancreatic Asthenia. Ann. Surg. 
1923, Ixxviii, 177. 

In a series of 230 consecutive unselected cases of 
diseases of the biliary tract and pancreas operated 
upon by the author, special attention was given to 
the pathology, symptoms, complications, and results 
as related to the pancreas. Of these 230 cases, forty 
showed definite pancreatic lesions. Eighteen of the 
latter presented the complication which Whipple has 
termed “pancreatic asthenia” and regards as an 
entity. 

Pancreatic asthenia is characterized by extreme 
asthenia, anorexia, apathy, nausea, and vomiting, a 
marked drop in the blood pressure and a rapid !oss 
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of weight. In some of Whipple’s cases there has 
been a tendency to hemorrhage with and without 
jaundice, or biliary fistula, ptyalism, pain, and 
tenderness over the pancreas, obstipation, and 
diarrhoea. 

In seventeen of the series of eighteen cases re- 
ported, definite pathology of the pancreas was found 
cither at operation or autopsy. 

The asthenia, anorexia, low blood pressure, and 
loss of weight are not dependent upon malignancy, 
inasmuch as twelve of the eighteen cases showed pan- 
creatitis rather than carcinoma. 

The involvement of the pancreas increases to a 
marked degree the hazard of biliary surgery. 

The inflammatory lesion and calculus formation 
limited to the gall-bladder should be treated surgi- 
cally before the process of inflammation extends to 
the pancreas. Emu C. Rositsuek, M.D. 


Smith, C. E., and Rusk, G. Y.: Endothelioma of 
the Spleen: A Study of Two Cases, with a Re- 
view of the Literature of Primary Malignancy 
of the Spleen. Arch. Surg., 1923, vii, 371. 


In the spleen there are three types of tissue from 
which neoplasms may arise: (1) the capsular and 
trabecular framework, from which fibroma and 
fibrosarcoma may develop; (2) the lymphoid ele- 
ments, from which either a simple lymphoma (lym- 
phadenoma) or a malignant lymphoblastoma (lym- 
phosarcoma) may develop; and vascular or sinus 
endothelium, from which angiomata and their malig- 
nant counterparts, the endotheliomata, may arise. 
A group of hyperplasias owe their origin to the pulp 
and in particular to the endothelial cells lining the 
sinuses. Simple hyperplasia of these elements is 
found in many conditions. One of the most interest- 
ing is the hyperplasia designated as Gaucher’s dis- 
ease which borders closely on the group of true 
neoplasms. 

The most common benign tumors of the spleen 
are the fibromata; lymphangiomata; cavernous an- 
giomata, several of which show transition from the 
benign to the malignant type; lymphadenomata due 
to hyperplasia of the malpighian corpuscles, with or 
without encapsulation; several types of large-cell 
hyperplasias; endothelial cell masses, some of which 
resemble or merge into neoplasms; and a large-cell 
hyperplasia resembling Gaucher’s disease caused by 
the ingestion of large amounts of cholesterin. 

Three types of cysts occur in the spleen: 

1. Hemorrhagic cysts which arise from degener- 
ated areas in the pulp or in angiomatous areas and 
later become serous. Trauma with subcapsular 
hemorrhage and the formation of hematomata is 
probably an important factor. The cysts usually 
contain cholesterin. 

2. Dermoid cysts. 

3. Parasitic cysts due to cysticercus cellulose, 
pentastoma denticulatum, and the echinococcus. 

The authors review most of the 104 reported cases 
of malignant disease of the spleen and report two 
cases of primary endothelioma of the spleen arising 


from the endothelial cells of the sinuses which they 
believe is not an unusual type of splenic tumor. The 
most common type of tumor is probably the lym- 
phosarcoma. This is usually part of a generalized 
process appearing at the same time or later in other 
lymphoid tissues of the body. Neoplasms of the 
spleen should be amenable to surgical treatment. 
Therefore in cases in which they are suspected, an 
exploratory laparotomy is justifiable. 
Morris H. Kann, M.D. 


MISCELLANEOUS 


Copenhaver, N. H.: Intra-Abdominal Herniz. 
Arch. Surg., 1923, vii, 332. 

Intra-abdominal herniz are rare, but are import- 
ant from a surgical standpoint. They usually do not 
give warning of their presence until acute symptoms 
of intestinal obstruction have developed and a differ- 
ential diagnosis is impossible. Extensive or pro- 
longed operation is contra-indicated as the saving 
of time is important. 

The abdominal fossa may be divided into three 
groups, those formed around the duodenum, those 
around the cecum, and those around the sigmoid. 
The location of abdominal herniz is confined to the 
corresponding areas: the duodenal, the cecal, the 
foramen of Winslow, and the sigmoidal areas. 

Herniz in the duodenal area, the most common 
type, may be divided into two chief varieties, the 
right duodenal and the left duodenal. Although nine 
paraduodenal fosse are mentioned by Moynihan, 
only two are of surgical importance: the mesenterico- 
parietal, from which the right duodenal herniz arise, 
and the paraduodenal, from which the left duodenal 
herniz take their origin. In operating on duodenal 
hernia, care must be taken not to injure the superior 
mesenteric artery and vein and the inferior vein. 
One hundred and one cases of paraduodenal hernia 
are reported in the literature. Five have been ob- 
served in the Mayo Clinic. 

Pericecal herniz are not as common as duodenal 
herniz. Only one case has been observed at the 
Mayo Clinic: a posterior pericecal hernia with trans- 
position of the caecum which was operated upon. 

Intersigmoidal hernize are the rarest of all types. 
Only nine cases have been reported in the literature, 
and none has been observed at the Mayo Clinic. 

Herniz through the foramen of Winslow depend 
on four congenital anomalies: a common mesentery 
for the whole intestine, absence of the secondary 
fusion of the ascending colon to the posterior ab- 
dominal wall, abnormally large size of the foramen, 
and abnormal length of the mesentery with undue 
mobility of the intestine. 

Twenty-three cases of hernia through the foramen 
of Winslow have been reported. The case observed 
at the Mayo Clinic was that of a woman 56 years of 
age who came for examination because of an attack 
of acute right epigastric pain, nausea, and vomiting. 
A diagnosis of acute intestinal obstruction was made 
and an enterostomy performed, a catheter being 
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placed in the first presenting loop of distended small 
bowel. The cecum and ascending colon with a long 
free mesentery, which had herniated through the 
foramen of Winslow into the lesser peritoneal cavity 
and ruptured through the anterior leaf of the omen- 
tum, was hanging down in front of the stomach. 
The loop was dark in color and distended to four or 
five times the normal size. A needle was inserted 
and gas withdrawn; reduction of the hernia was 
then possible. A catheter was inserted at the point 
where the needle entered. Following the reduction 
of the hernia the color of the bowel improved and in 
the first twelve hours there was very free drainage 
from the catheter. Suddenly, however, the drainage 
ceased, the abdomen became distended, and the 
patient grew worse and died. Autopsy revealed that 
the cause of the sudden stoppage of the drainage and 
the terminal factor in the patient’s death was a defi- 
nite volvulus of the caecum and distal portion of the 
ileum. 

There are two types of diaphragmatic hernia, the 
congenital and the acquired. The acquired type 
should always be looked for following any accident 
of a crushing nature. 

Congenital hernizw occur usually through the left 
part of the diaphragm, as this side is weaker than 
the right because of the openings of the aorta, infer- 
jor vena cava, and oesophagus. On the right side 
the liver serves as a shield. 

The symptoms in acute cases of diaphragmatic 
hernia are dyspnoea with severe pain in the upper 
abdomen and the left side of the chest. Symptoms 
of intestinal obstruction are often present. The 
diagnosis of diaphragmatic hernia is made possible 
by the roentgen ray. However, the differentiation 
of a true hernia and elevation of the diaphragm is 
often difficult. Balfour has given three important 
roentgenological indications of hernia: (1) destruc- 
tion of the definite dome shape which is characteristic 
of the normal line of the diaphragm, (2) the appear- 
ance of the lung tissue through the gas bubble in the 
left chest, and (3) the demonstration of bismuth in 
the colon above the level of the bow line in the chest. 

In operating on a diaphragmatic hernia, it is 
difficult to keep the abdominal viscera from being 
sucked back into the thorax during the closure of 
the opening. 

Of eight diaphragmatic herniz found at operation 
and reported by the author, only one was in a female; 
five were congenital and three were traumatic; seven 
were on the left side and one was on the right side. 
The hernia on the right side was of the congenital 
type. 

Numerous isolated cases of hernia through an ab- 
dominal opening have been reported. Such hernie 
may occur anywhere in the abdominal cavity. Like 
diaphragmatic hernia, they are usually caused by 
injury and may follow accidents of a crushing nature, 
an abdominal wound, or persistent severe straining 
in vomiting. They are rather common and are for 
the most part readily amenable to surgical treat- 
ment. 


Herniz into the lesser peritoneal cavity through a 
tear in the lesser omentum, the gastrocolic omentum, 
the great omentum, or the transverse mesocolon 
have been reported. The author collected thirty- 
four such cases from the literature and has reported 
one from the Mayo Clinic. 

Considerable difficulty is encountered in the re- 
duction of the strangulated hernia into the lesser 
peritoneal cavity. The close proximity of important 
structures to the foramen of Winslow makes enlarge- 
ment of the orifice extremely hazardous. 

Herniz often occur through a slit in the mesentery 
of the large and small bowel or the great omentum. 

Postoperative intra-abdominal hernia may be 
divided into two groups: (1) those occurring through 
an abdominal opening made during operation, and 
(2) those into pouches or openings formed by the in- 
testinal canal following an operation. The first type 
is not as important from a practical standpoint as 
the second. Since the adoption of the posterior 
method of gastro-enterostomy, hernia through the 
mesentery of the transverse mesocolon are rare, yet 
the danger of internal hernie following gastro- 
enterostomy is not entirely removed. In a unique 
case of hernia following a left rectus colostomy which 
was reported by Mayo and Magoun the entire small 
bowel had passed between the loop of sigmoid form- 
ing the colostomy and the left abdominal wall. 

N. H. Copennaver, M.D. 


Straus, D. C.: Subphrenic Abscess. Surg. Clin. NV. 
Am., 1923, lii, 925. 

In the case of a 72-year-old man a subphrenic 
abscess suddenly developed three months after an 
operation for rupture of the appendix, and a swelling 
appeared in the right upper quadrant of the abdomen 
just below the costal margin. The liver dullness con- 
tinued upward. The X-ray showed the right dia- 
phragm to be high, especially on outer side, with a 
costodiaphragmatic angle of 90 degrees and very 
slight mobility. 

Under general anesthesia an anteriorly pointing 
abscess in the abdominal wall, which was not con- 
nected with the diaphragmatic abscess, was opened 
and drained. The operation was then discontinued 
as the patient did not stand the anesthetic well. 

Four days later, under paravertebral anesthesia, 
the diaphragmatic abscess was drained through a 
wide incision. Subperiosteal resection of the ninth 
and tenth ribs was done and the abscess cavity 
drained and irrigated with sterile normal salt solu- 
tion until clear fluid returned. Two large drainage 
tubes were sutured in, and after twenty-four hours 
two Dakin tubes were inserted. The operations were 
done February 28 and March 24, and the patient 
was discharged April 17. 

The paravertebral anesthetic was given by the 
method of Pauchet, Sourdat, and Labat. With the 
patient on his side, the skin was anesthetized on a 
line parallel with and 4 cm. from the tips of the spin- 
ous processes. Deep injections were then made into 
the spinal nerves from the eighth dorsal to the first 
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lumbar. The needle was introduced without the 
syringe attached, to avoid possible injection into 
the spinal canal or a blood vessel. Five to 6 c.cm. 
of a I per cent novocaine-adrenalin solution were 
injected into each nerve, this resulting in complete 
anesthesia to within 1 in. of the anterior median 
line. 

The patient stood the second operation well; it re- 
quired one hour and fifteen minutes. 

Marcus H. Hogpart, M.D. 


Morrison, J. M.: Elevation of the Diaphragm, 
Unilateral Phrenic Paralysis: A Radiological 
Study with Special Reference to the Differential 
Diagnosis. Arch. Radiol. & Electrotherapy, 1923, 
XXVil, 353; XXVili, 72, III. 

Elevation of the diaphragm may be permanent or 
temporary. Permanent elevation may be either con- 
genital or acquired, and conditions which may cause 
elevation of the diaphragm are subphrenic abscess, 
hydatid cyst of the liver, lung disease, and certain 
gastric diseases. 

Petit, who first differentiated ‘“‘eventratio dia- 
phragmatica” from the common diaphragmatic 
hernia, reported two cases; in both, the hernia was 
on the left side. Petit suggested that the right leaf 
of the diaphragm is protected by the convex liver 
surface. 

The term ‘“eventratio diaphragmatica” should 
be restricted to cases of congenital diffuse relaxation 
of one-half of the diaphragm causing it to extend up- 
ward into the thorax toformasac. This sac contains 
a portion of the stomach and at times the colon and 
mesentery. Eppinger in 1911 reported the one case 
of herniation on the right side. 

Roentgenological examination makes possible an 
exact diagnosis. Fluoroscopic examination shows 


the elevated diaphragm extending into the chest 
often as high as the third rib and forming a dome 
which encloses an air space. At the bottom of the 
air space there is often a free fluid line on which 
waves may be produced by palpation of the ab- 
domen. The level of this line is always that of the 
cardiac orifice. The upper boundary of the dome 
is formed by the thinned-out diaphragm. The 
stomach presents two sacs, the upper of which spills 
into the lower. 

The author gives a brief report of six cases. The 
patients’ ages ranged from 12 to 54 years. The 
clinical diagnosis prior to X-ray examination was 
pyloric obstruction, duodenal ulcer, or ulcer with 
perforation. 

A common complication of elevation of the dia- 
phragm is unilateral phrenic paralysis due to a 
definite lesion of the phrenic nerve. The author has 
seen nine such cases in the past two years. In two, 
the right, and in seven, the left, phrenic nerve was 
involved. In one case a metastatic cancer nodule 
which involved the phrenic nerve as it crossed the 
root of the left lung caused complete nerve degenera- 
tion below its site and degeneration of the muscle 
elements of the diaphragm. In three of the cases 
there was a secondary carcinoma of the mediastinum. 
In three others there was pulmonary tuberculosis; 
in two, this was associated with mediastinal growths 
and in one with aneurism of the arch of the aorta. 

The roentgen signs of paralysis of the left phrenic 
nerve are the same as those of eventration of the 
diaphragm, differing only in degree. 

In conclusion the author states that eventration 
of the diaphragm may be due to a developmental de- 
fect in the muscular leaflets of the diaphragm or a 
unilateral phrenic paralysis due to injury or disease. 

Joun W. Nuzvum, M.D. 
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GYNECOLOGY 


UTERUS 


Leveuf, J., and Godard, H.: The Lymphatics of 
the Uterus (Les lymphatiques de l’utérus). Rev. 
de chir., Par., xlii, 219. 

The authors studied the lymphatics of the uterus 
in order to devise a rational technique for operation 
in cases of uterine malignancy. About 150 newborn 
and two adult females were injected with Prussian 
blue in a turpentine suspension. 

The lymphatics of the body and cervix of the 
uterus and the upper third of the vagina have a 
common course which the authors designate as 
the “principal channel.” These are supplemented 
by others, collateral, accessory, and anastomotic. 

The lymphatics of the cervix and the body of the 
uterus converge at a point at the edge of the uterus 
immediately above the vaginal insertion. The 
bundle of collectors at first follows the uterine ar- 
tery, passing before the ureter toward the external 
wall of the basin. At the juncture of the inner two- 
thirds and the outer third of the broad ligament, 
the lymphatic trunks leave the artery, passing on 
the outside a little forward. They then cross the 
umbilical artery and empty into a gland called 
the “principal gland,” the location of which is 
very constant. The efferent vessels of this gland 
surround the external iliac vessels and extend up- 
ward outside of the iliac vessels just at the edge of 
the large prevertebral vessels (aorta to the left 
and inferior vena cava to the right). In its entire 
extent the lymphatic chain occupies an external 
paravascular position. The chains of both sides 
surround the large vessels and unite in a median line 
in a common retrovascular trunk which ends in the 
cistern of Pecquet. 

The collateral channels of the cervix are two, the 
posterior and the retro-ureteral. One forms the 
hypogastric network with lymphatics about the 
ureter and empties into one of the glands situated 
at intervals in the branching of the hypogastric 
artery. From there the efferent vessels go toward 
the promontory along the internal border of the 
common iliac vessels. 

The other channel is situated medial to the 
former and follows the superior border of the sym- 
pathetic hypogastric trunk until it reaches the 
vicinity of the promontory where it enters a gland 
attached to the common left iliac vein. 

The efferent vessels unite with the efferent vessels 
of the first collateral channel to form one com- 
mon channel which follows the internal border 
of the common iliac vessels and may be called the 
“internal paravascular current.’”’ Above the prom- 
ontory the collectors go to the outside along the 
iliac vessels and empty into the principal current. 


The two currents—principal and accessory — 
unite at times by anastomotic channels which are 
very constant in type. 

In the body of the uterus the utero-ovarian chan- 
nel leaves the uterine cornua and follows the utero- 
ovarian vessels in the broad ligament and the iliac 
fossa. At the inferior pole of the kidney the col- 
lectors turn inward, follow the ureter, and descend, 
branching, to empty into a gland situated before 
the large prevertebral vessels. The efferent vessels 
from the gland surround the aorta and from behind 
join the principal channel before it empties in the 
cistern of Pecquet. 

The conclusions drawn from these findings are 
that at operation the glands should be removed 
completely, and that if irradiation is employed 
it should be directed to the principal lymphatic 
chains into which the lymphatics of the body and 
the cervix of the uterus empty. 

SALVATORE DI PALMA, M.D. 


Graves, W. P.: The Olshausen Operation for Sus- 
pension of the Uterus. Am. J. Obst. & Gynec., 
1923, Vl, 137- 

The author has performed the Olshausen operation 
1,370 times. In 50.2 per cent of the cases it was done 
for the correction of general prolapse. The other 
cases include, in the order of frequency, simple re- 
troversion, anteflexion with retrocession, pelvic in- 
flammation, uterine fibroids, ovarian tumors, and 
extra-uterine pregnancy. Of the 1,370 cases, fol- 
low-up examinations were, made in 746, at periods 
ranging from two months to about eight years 
after the operation. 

In six of the recorded cases the artificial attach- 
ment failed to hold. Of these six failures, two oc- 
curred in cases in which the cervical stump had been 
suspended for severe procidentia, three followed 
childbearing, and one followed suspension for simple 
retroversion in a patient who had had a previous 
recurrence after round-ligament shortening. 

In fifteen of the 1,370 cases one of the silk stitches 
became infected, and in six of these the removal of 
the stitch was necessary. In the remaining cases the 
wound healed or the stitch was discharged spontane- 
ously. In one case a small hernia worked its way 
through the site of the silk ligature on one side of 
the wound. 

There were no known cases of intestinal obstruc- 
tion or dystocia following the operation. 

There were four deaths, one from pulmonary em- 
bolism in a case of procidentia; one from cerebral 
embolism in a case of prolapse with a history of 
endocarditis; one from probable peritonitis in a case 
of tuberculous salpingitis; and one from a typical 
streptococcus peritonitis. In the last case mentioned 
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the diagnosis was made when the abdomen was 
opened on the suspicion of intestinal obstruction. 
The patient died soon after the second operation. 
Thus it will be seen that none of the deaths could be 
attributed specifically to the Olshausen operation. 

The author draws the following conclusions: 

1. The Olshausen operation is the simplest and 
most rapidly performed of all the operations now in 
use for reposition of the uterus. In the permanency 
of its results it is the equal of any and is superior to 
many of the other procedures. 

2. Its simplicity makes anatomical dissections 
and injury of the surrounding tissues unnecessary. 

3. Incases of prolapse it permanently reduces the 
descensus of the uterus and effectively relieves the 
symptom of pelvic pressure. It may be applied to 
any condition of prolapse however severe. 

4. When performed in the presence of a cystocele 
it is the chief factor in curing the cystocele. 

5. The danger of intestinal obstruction and 
dystocia is slight. 

6. The one serious drawback of the operation is 
the silk ligature necessary for its proper execution. 

Epwarp L. Cornett, M.D. 


Fabre, S.: The Results in a Series of Uterine Fibro- 
mata Treated with Radium (Résultats d’une 
série de fibromes uterins traités par la curie-thérapie). 
Bull. Soc. d’obst. et de gynéc. de Par., 1923, xii, 169. 


Fabre reports the results in seventy-eight cases of 
fibroma causing hemorrhage which were treated 
with radium. Fifty-six were treated prior to 1922. 
Some of the tumors were large, but the majority 
were of medium size or small as judged by the length 
of the uterine cavity. The immediate results of the 
treatment were always satisfactory. There was no 
pain and no peritoneal or adnexal reaction. In seven 
cases the temperature was between 37.8 and 38.4 
degrees C. 

In twenty-three of twenty-eight cases of smail 
fibromata an immediate and definite menopause re- 
sulted. In two, the menopause did not occur until 
after about six months. In one case, on account of 
the small dose of radium used, there was amenorrhcea 
for six months followed by the return of menstrua- 
tion. In two cases, the hemorrhage was not checked. 

In forty-seven of the fifty cases of large and me- 
dium-sized fibromata the results were satisfac- 
tory. In the three in which the treatment failed, 
operation disclosed adnexitis, cystic ovaries, or intra- 
uterine polyps. These complications the author be- 
lieves are contra-indications to radiotherapy. Very 
little is said regarding the reduction of the size of the 
tumors. SALVATORE DI Pata, M.D. 


Caviglia, A. J.: Tuberculosis of the Cervix of the 
Uterus (Tuberculosis del cuello del Gtero). Bol. de la 
Soc. de obst. y ginec. de Buenos Aires, 1923, ii, 192. 


Caviglia refers to a case of tuberculosis of the 
uterine cervix recently reported by Bottaro and 
Pavlovsky and reports a similar case observed by 
himself in 1920. His own case was that of a woman 


25 years of age. The diagnosis was tuberculosis of 
the genital organs associated with a tuberculous 
abscess of the hip. Hysterectomy with the removal 
of cystic adnexa was followed by recovery. 

The microscopic findings in the uterus and adnexa 
are described in detail. The infection in the hip had 
been present for nine years. In Caviglia’s opinion, 
the cervical involvement was secondary to a lesion 
in one of the fallopian tubes. W. A. BRENNAN. 


Faure, J. L.: The Treatment of Cancer of the Cervix 
of the Uterus (Traitement du cancer du col de 
Vutérus). Presse méd., Par., 1923, xxxi, 461. 


Of fifty of the author’s cases in which radium was 
employed for the first treatment, twenty-five were 
inoperable and the other twenty-five were not 
operated upon because of the patient’s advanced 
age, obesity, or weakness. Five of these patients 
are now apparently in good health. 

One hundred and two patients were operated 
upon. Of these, eleven died soon after the operation 
and two died later, one of pyelonephritis and the 
other of progressive exhaustion. Accordingly, there 
were thirteen deaths in all, a mortality of 12.75 per 
cent. 

Of the eighty-three patients operated upon more 
than a year ago, forty-two are cured and forty-one 
have had a recurrence. In six of the latter the re- 
currence developed from four to six years after the 
operation. Of those who are cured, many were 
operated upon from ten to seven years ago. 

The author further divides his cases into favor- 
able cases, in which the mobility was impaired but 
not sufficiently to make the case a poor operative 
risk; and unfavorable cases in which the mobility 
of the uterus was so impaired that there was doubt 
whether a complete operation was possible. 

In the twenty-one favorable cases there were 
fifteen cures, five recurrences, and one death. In 
the thirty-five moderately favorable cases there were 
twenty cures, twelve recurrences, and three deaths. 
In the forty unfavorable cases there were six cures, 
twenty-five recurrences and nine deaths. 

In forty-four cases in which the author gave 
radium treatment after operation during the period 
from 1911 to 1920 a cure resulted in twenty-two. 
In the twenty-three cases in which radium was 
not employed, there were fourteen cures and nine 
recurrences. 

Faure concludes that radium should be used in 
all inoperable cases because it renders life support- 
able, gives the patient hope, lessens pain, and some- 
times effects a cure. Its use is indicated also in the 
moderately favorable cases in which there is doubt as 
to whether the condition can be eradicated by op- 
eration or the surgeon is not sure of his ability to 
perform a total hysterectomy. In surgically treated 
cases the operation should be performed in less 
than an hour. 

The article indicates that in favorable cases the 
author has discontinued the use of radium. 

SALVATORE pI Parma, M.D. 
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Pouey, H.: Surgery and Radium Therapy Com- 
bined in the Treatment of Cancer of the 
Uterus (Chirurgie et curiethérapie combinées dans 
le cancer de l’utérus). Gynécologic, 1923, xxii, 16. 


In six cases of cancer of the cervix and one of the 
body of the uterus radium treatment was given be- 
fore hysterectomy was performed. Four cases of 
cervical cancer and three of the body were irradiated 
after the operation. In some of the cases a caustic 
paste of zinc chloride was applied to the diseased 
area in addition to the radium. The time since the 
treatment is from two to nine years. There was no 
operative mortality. Two of the patients died two 
and three years after the treatment. 

As a recurrence developed in only two of ten cases 
of cervical cancer, the author believes that a com- 
bination of surgery and radium therapy is consider- 
ably more effective than surgery alone. The cases are 
reported in detail. SALVATORE DI Parma, M.D. 


Donaldson, M., and Canti, R. G.: Observations on 
Fifty Cases of Carcinoma of the Cervix Treated 
with Radium. Brit. M.J., 1923, ii, 12. 


This article deals with the use of 176.3 mgm. of 
radium element in the treatment of carcinoma of the 
cervix, with especial reference to the local patho- 
logical changes and the chief clinical changes during 
a period of eighteen months. Two platinum tubes 
containing 53 and 54 mgm. of radium element 
respectively and with a wall thickness of 0.5 mm., 
and thirteen platinum needles each containing on an 
average 5.1 mgm. of radium element and with a wall 
thickness of 0.4 mm. were employed. Two series of 
cases were observed, the first being exposed for eight 
hours to amounts of radium ranging from 133 to 
176 mgm. and the second for twenty-four hours to 
176 mgm. of radium. An aluminum filter was em- 
ployed for the tubes, but the needles were used bare. 
The iliac glands were irradiated according to the 
technique of Daels. 

In the first series of cases histologic observations 
were made at different times ranging from one to 
sixty-two weeks after irradiation. Nine cases were 
examined both before and after radiation. In five 
cases, cell division was noted after irradiation and 
in two of these mitosis was increased. In two others 
mitosis had ceased. Large nuclei were seen in three 
cases; in one, they were observed before radiation. 
Round-cell infiltration was found in the spreading 
edge of the growth before radiation in every case 
and after irradiation in all except one case. Fibrosis 
was not marked in this series nor was there encap- 
sulation of the new growth. 

In the second series of cases observations were 
made up to forty-nine weeks after irradiation. In 
the majority of these the full amount of radium was 
used twice. There were thirty-four cases of squa- 
mous-cell carcinoma and two of the columnar-cell 
type. In twenty-two of the thirty-four no growth 
could be found. In the twelve others, growth in all 
stages of degeneration was discovered. In seven of 
the twenty-two cases the growth was examined 


after hysterectomy and in fifteen the study was 
based on excised portions. 

In the twelve cases in which a growth was found 
after irradiation it was greatly reduced, in some being 
scarcely recognizable. In four, it was examined 
after hysterectomy, and in eight, examination was 
made on excised tissue. Cells observed immediately 
upon removal of the radium showed no change from 
the condition before irradiation. On the third day 
mitotic figures were much more numerous, and on 
the fourth day there were few cells which did not 
show abnormalities of some kind. These abnormal- 
ities were abnormal mitosis, which was always 
present; necrosis, which was of the coagulation type 
and most marked in close proximity to the radium; 
and an increase in the size of the other cells. After 
the seventh day mitosis was not seen. The nuclei 
seemed to be broken up; at the end of six wecks 
this breaking up became less noticeable. Large 
nuclei were most numerous immediately after irra- 
diation. Small round-cell infiltration, which was 
always found at the growing edge, was present up 
to the ninth week after irradiation but not there- 
after. Polymorphonuclear cells were always seen 
in the breaking-down core of the growth, regardless 
of irradiation. Fibrosis was increased in all cases 
after treatment and especially marked close to the 
radium. Encapsulation of the growth was not 
found before irradiation nor up to the eighth week 
afterward but subsequently it was noted in five 
cases. 

In the two cases of columnar-cell type, growth 
was found five and nine weeks after irradiation. 

The clinical results are discussed under the heads 
hemorrhage, ulceration, discharge, and induration. 
Of nine patients in the eight-hour series not subjected 
to hysterectomy two are living and in good hea!th, 
two lived nine months, one lived sixteen months, one 
died of septicaemia a few weeks after the radiation, 
and two died within four months after the beginning 
of treatment. Hamorrhage ceased in four of five 
cases in which it occurred. The discharge was de- 
creased in four cases and cleared up in one case. 
Ulceration was healed in two cases and decreased in 
two; in one it persisted. Induration is difficult to 
estimate, but generally speaking it did not disappear 
in any case though it was usually diminished. Two 
of the patients were decidedly benefited, two 
slightly benefited, four experienced no change, and 
one died shortly after treatment. 

Of the twenty-four-hour series of forty-one pa- 
tients, thirteen were subjected to hysterectomy and 
two of the others were treated too recently for con- 
sideration. Of the remaining twenty-six, ten are 
dead and fifteen are living from four to sixteen 
months after treatment (in seven of the latter the 
treatment was begun more than a year ago). Ham- 
orrhage almost invariably yielded to the treatment. 
The discharge disappeared in eleven cases, recurred 
in two, and was not diminished in twelve. In ten 
cases ulceration disappeared. In seven there was no 
change. Induration was generally not altered. 
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rom the cases reported the author draws the 
following conclusions: 

1. Radium treatment prolongs life and relieves 
hamorrhage, ulceration, and discharge. 

2. The preliminary application of radium in op- 
erable cases causes the disappearance of the ulcerat- 
ing growths. 

3. The application of 176.3 mgm. for twenty- 
four hours is much more efficacious than the multiple 
application of the same amount for eight hours. 

4. The use of 176.3 mgm. of radium may cause 
the complete disappearance of the growth from the 
cervix within a few weeks. A definite series of 
changes can be demonstrated in the cells leading 
up to its destruction. 

5. Little or no effect of the radium upon the iliac 
glands is to be noted. 

6. Retrogressive changes occur in the cells before 
the fibrous changes; therefore they are not due to 
the fibrous changes. 

7. Carcinoma cells are more vulnerable to radium 
than the uterine musculature. 

A. James Larkin, M.D. 


Perrola, A.: The Treatment of Inoperable Cancer 
of the Cervix Before and Since the Use of 
Radium, 1990-1918 (Le traitement des cancers du 
col inopérables avant et depuis l'emploi du radium, 
1900-1918). Rév frang. de gynéc. et d’obst., 1923, 
xviii, 321. 

Perrola has made a comparative study of cases of 
inoperable carcinoma of the cervix treated by pallia- 
. tive measures and with radium respectively. Of the 
first group, comprising fifty cases, thirty presented a 
crater with beginning infiltration of the parametrium 
and cul-de-sac, and twenty presented a cauliflower 
mass at the os. The youngest patient was 34 years of 
age and the oldest, 80. The palliative treatment con- 
sisted in cauterization by various agents—the 
actual cautery, the electric cautery, nitric acid, 
silver nitrate, tincture of iodine, and formol—pre- 
ceded by curettage of the fragile cervical tissue and 
followed by iodoform or zeroform tamponade of the 
vagina. Offensive odors were mitigated by the appli- 
cation of peroxide, water, and acetone. Despite a 
careful technique, frequent complications developed 
—vaginal burns in two cases and hemorrhage, im- 
mediate or delayed, in sixteen cases. This form of 
treatment resulted in temporary improvement in 
twenty-two cases but was without benefit in twenty- 
eight. There was practically no diminution in the 
severity of the pain. Subsequently, fifteen of the 
patients could not be traced, but because of the 
nature of the lesions the author entertains no doubt 
as to the ultimate outcome. In the remaining thirty- 
five cases the shortest survival following cauteriza- 
tion was twelve days (death from hemorrhage) and 
the longest eighteen months (death from cachexia). 
The average was about eight months. 

The second group of cases, those treated with 
radium, numbered forty-six. Of these, twenty-five 
presented a crater with parametrial infiltration, and 
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twenty-one a cauliflower mass at the os. In the 
twenty-two traced cases with parametrial infiltra- 
tion the shortest period of survival following the 
treatment was six months, and the longest, five 
years and seven months. The average was twenty- 
eight and one-half months. Three of the patients are 
still living and well, five and one-half years, five 
years and seven months, and six years, respectively, 
after the radiation. In the nineteen cases of cauli- 
flower mass at the os which could be traced, the 
shortest period of survival was three and one-half 
months, and the longest, four years and one month. 
The average was fourteen months. 

This comparison shows a distinct prolongation of 
life by radium treatment and a cure of three cases in 
a series of forty-six. In thirteen cases there was total 
disappearance of the lesion for twelve months, and 
in nineteen, temporary improvement in the dis- 
eased area. In only eleven cases was there no appre- 
ciable improvement. Hemorrhage occurred be- 
tween the ninth and sixteenth months after radia- 
tion in only four cases. In the three patients who are 
still living, radium caused total cessation of the pain, 
and in thirty-three others it decreased the severity 
of the pain. In thirteen cases there was no improve- 
ment. James V. Ricct, M.D. 


Monod, M.R., and Gosset, M. A.: The Treatment 
of Cervico-Uterine Cancer by Hysterectomy 
Following Radium Therapy (Sur le traitement du 
cancer cervico-utérin par l’hystérectomie consécutive a 
la curiethérapie). Bull. et mém. Soc. de chir. de Par., 
1923, xlix, 626. 

In the treatment of cervical cancer the authors 
apply radium from four to six weeks before per- 
forming a hysterectomy. The technique is that of 
Regaud. Three emanation tubes are placed in the 
vagina and one is introduced into the uterus and 
left in situ for four or five days. The average dose 
is 50 mc. The applicators are removed daily for 
cleansing, and at this time vaginal and uterine 
douches are given. 

A high temperature during the course of the radi- 
um treatment seems to indicate infection of the 
genital tract. In the two fatal cases reported the 
temperature was 40 degrees C. and death was due 
to infection. In cases in which there is a tendency 
to pyometrium, a Mouchotte drain is used. 

This article reports the results in twenty-eight cases 
from two to twenty-six months after treatment. The 
majority of the patients were considered poor sur- 
gical risks because of the extent of the lesion or be- 
cause of poor general health. Twenty-two were 
between 40 and 50 years of age, five were over 50, 
and three under 40. The youngest was 26 years 
old. The diagnosis was confirmed by microscopic 
examination. 

Of the thirty cases irradiated, a total hysterec- 
tomy was done in twenty-seven. In three, only an 
exploratory laparotomy was possible as the ilio- 
pelvic chains of glands were affected. One of the 
three patients subjected to laparotomy died fifteen 
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days after the operation; the two others are still 
under radium treatment. 

In some of these cases the operation is difficult on 
account of marked sclerosis caused by the radium 
around the uterus, ureters, and bladder. 

In the twenty-seven cases of hysterectomy there 
were two deaths. The twenty-five other patients 
are all apparently doing well. Microscopic exami- 
nation has shown a persistence of cancerous cells 
in only seven cases. Upon examination, the glands 
removed at operation proved negative. 

From the study of these cases the authors draw 
the following conclusions: 

1. The application of radium renders non- 
operable cases operable. 

2. It makes it possible to perform an operation 
less extensive than the Wertheim hysterectomy. 

3. It reduces the chance of recurrence. 

4. Operation after radium therapy is justified 
because it permits postoperative radium treatment 
and the removal of organs or chains of glands in 
which involvement is suspected. 

SALVATORE DI PALMA, M.D. 


Auvray: Rare Forms of Sarcoma of the Uterus (A 
propos de quelques formes rares du sarcoma de 
Vutérus). Bull. Soc. d’obst. et de gynéc. de Par., 1923, 
xii, 280. 

Three unusual cases of sarcoma of the uterus are 
reported, viz.: (1) a myosarcoma which had devel- 
oped exclusively at the expense of the anterior lip of 
the cervix, (2) an enormous sarcomatous cyst im- 
planted in the fundus of the uterus, and (3) a sar- 
coma of the body of the uterus associated with 
an epithelioma of the cervix. In the first case the 
sarcoma presented at the cervix and had the appear- 
ance of a cervical polyp in the vagina. In the second 
case the growth was found at operation; 6 liters of a 
thick, chocolate-colored liquid were evacuated from 
it. The third tumor described was found at opera- 
tion on a 30-year-old woman for epithelioma of the 
cervix. In every instance the sarcomatous nature of 
the growth was demonstrated by histologic examina- 
tion. SALVATORE bI Parma, M.D. 


Volpe, C.: Late Hemorrhage in a Case of Subtotal 
Hysterectomy (Emorragia tardiva in un caso di 
isterectomia subtotale). Arch. di ostet. e€ ginec., 
1923, XVil, 207. 

The author reports a case in which a severe 

, hemorrhage occurred thirteen days after hyster- 

ectomy, just as the patient was being discharged from 

the hospital. A secondary laparotomy revealed a 

bleeding left uterine artery. This was ligated and 

the patient recovered. 

After excluding trauma, errors in surgical tech- 
nique, alterations in the blood-vessel walls, hamo- 
philia, and secondary infection, the author comes to 
the conclusion that the hemorrhage was due to a 
trophic disturbance of the tissues of the cervical 
stump due to the ligation. 

SALVATORE DI Parma, M.D. 
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Cotte: Four Cases of Ureterovaginal Fistula Follow- 
ing Hysterectomy (Quatre cas de fistules urétéro- 
vaginales consécutives a l’hysterectomie). Lyon 
chir., 1923, XX, 380. 

In one case in which the ureter was accidentally 
sectioned during a hysterectomy the author im- 
planted it into the bladder. In three other cases of 
involvement of the ureter, in which this was impos- 
sible, he performed a homolateral nephrectomy. He 
believes that implantation is the procedure of choice 
whenever it is possible. Lovat E. Davis, M.D. 


Gayet: Two Cases of Uretero-Vaginal Fistulz Fol- 
lowing Hysterectomy (Deux cas de fistules urétéro- 
vaginales consécutives a l’hystérectomie). Lyons chir., 
1923, XX, 365. 

The first case was that of a woman 43 years of 
age. Hysterectomy was followed by phlebitis which 
persisted for two months and by the development 
of a uretero-vaginal fistula. Urine passed by both 
the urethra and the vagina. Permanganate solution 
injected into the bladder did not pass by the va- 
gina. The vaginal fistulous orifice was not distinct- 
ly made out. Cystoscopy showed the bladder to 
have an accentuated right lateral horn. The left 
ureteral orifice was easily catheterized and gave 
clear urine. In the right ureter the catheter pene- 
trated only 4 cm. and no urine was withdrawn. 
To determine the function of each kidney a catheter 
was left in the left ureter and the bladder, and the 
urine from the vagina collected separately. No 
urine drained from the bladder catheter. Micro- 
scopically, the urine from the left kidney was clear. 
That from the right kidney (vaginal urine) showed 
numerous colon bacilli. 

The right kidney, which was removed under ether 
anesthesia, was small and showed the yellowish- 
white surface of nephritis and distention of the 
calices of its pelvis. The patient made an uneventful 
recovery, the fistula healing spontaneously. 

The second case was that of a 48-year-old woman 
who, after an operation for a neoplasm of the uterine 
cervix, urinated through the vagina. At inter- 
mittent periods a small quantity of urine drained 
from the urethra. Cystoscopic examination showed 
the bladder to be normal and revealed the ureteral 
orifices plainly. In the right ureter a catheter was 


arrested at 14 cm., and in the left at 10 cm.; no © 


urine drained from either catheter. The base of 
the vagina showed a soft cicatrix, with two open- 
ings, on the right and left. Into the right fistula, 
from which urine was welling, a sound was readily 
passed upward. The X-ray showed that the catheter 
was in the right ureter. The function of the right and 
left kidneys was determined separately in the same 
manner as in the first case. No urine drained from 
the bladder. 

The function of the right kidney was twice that 
of the left. The urine from the right kidney was 
infected while that from the left was clear. At 
another examination, the bladder was found to con- 
tain 75 c.cm. of urine which showed 6.3 gr. of urea 
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and 7.2 gr. of chlorides. The intermittent presence 
of bladder urine indicated that the ureter was not 
transversely sectioned but had a lateral slit which 
permitted the escape of urine into the bladder in 
certain attitudes of the body. 

The author considered that a plastic operation 
would endanger the function of the good right kid- 
ney and therefore advised the patient to wear a 
urinal. 

These two cases emphasize the importance of 
making tests of the renal function before operation 
is decided upon. Water C. Burket, M.D. 


ADNEXAL AND PERI-UTERINE CONDITIONS 


Moulonguet-Doléris, P.: The Gland of Internal Se- 
cretion of the Human Ovary (La glande a sécretion 
interne de Vovaire humaine). Gynécologie, 1923, xxii, 
129. 

In seventy-five cases of ovaries removed by opera- 
tion, the author found the gland of internal secretion 
of the ovary in lipoid bodies which are most numer- 
ous in the ovarian stroma and present also, though 
less numerous, in the corpus luteum. In different 
ovaries there was considerable difference in their 
number and size, but they were always present, a 
fact not true of the corpus luteum. 

In the author’s opinion, the physiology of the 
ovary is limited to the function of reproduction. 

The variation in the ovarian glands seems to be 
the cause of certain structural differences. Mucous 
hyperplasia of the uterus and fibroids are often 
associated with hyperplasia of the ovary. Ovarian 
. hyperplasia results from an increase in the number 
of the lipoid bodies or yellow masses, and extensive 
development of the external cellular layer of the 
corpus luteum. On the other hand, uterine hamor- 
rhages, though at times associated with hyperplasia 
of the ovary, seem very often to be independent of 
ovarian changes. SALVATORE DI Patma, M.D. 


Hornung: Intraperitoneal Hzmorrhages of Ova- 
rian Origin (Les hémorragies intrapéritonéales 
d’origine ovarienne). Gynécologie, 1923, xxii, 309. 

The author reports two cases of intraperitoneal 
hemorrhage due to a follicular cyst of the ovary. 
The first was that of a 38-year-old woman who, fol- 
lowing a normal menstrual period, continued to 
bleed for two weeks. A tumor was made out to the 
right of the cul-de-sac. After an exploratory punc- 
ture in which blood was obtained a laparotomy was 
periormed. The tubes were normal but the right 
ovary was found to form part of a hematocele. 
Subsequent sections demonstrated the absence of 
pregnancy. 

The second case was almost identical with the 
first except that there was almost entire absence of 
ovarian substance. 

Theoretical causes given for the condition are 
varices, retroversion, tumors, heart and blood-vessel 
diseases, leukemia, intoxications, and sexual abuses. 

SALVATORE DI Parma, M.D. 
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Vanverts, M. J.: Bilateral Cystic Epithelioma of the 
Ovary; Extirpation with Cure at the End of 
Nine Years (Epithelioma cystique bilatéral de 
Vovaire; extirpation; guérison se maintenant au bout 
de neuf ans). Bull. Soc. d’obst. et de gynéc de Par., 
1923, xii, 245. 

A 36-year-old nullipara, in apparently good health, 
complained of an abdominal swelling which had been 
very noticeable for a month. The history included 
also profuse leucorrhcea for the last few years, lacta- 
tion for four of five days after menstruation, fleeting 
abdominal pains, and the loss of 5 kilos. 

Examination revealed enlargement of the ab- 
domen due to a tumor arising in the pelvis. The 
mass extended to the umbilicus and was larger on 
the left side than the right. Vaginal examination 
indicated that it had its origin in the uterus. All 
other examinations were negative. A diagnosis of 
fibroid was made. 

At operation, a large cystic mass of the right ovary 
adherent to the intestines, mesentery, and broad 
ligament, and a smaller adherent cystic mass of the 
left ovary were found and removed with difficulty. 
No histologic examination was made. The post- 
operative course was normal. When the patient was 
seen again eight years later, she was apparently in 
good health. SALVATORE DI Pata, M.D. 


Spinelli, M.: Sarcoma of the Ovary with Multiple 
Metastases Cured by Roentgenectherapy After 
Surgery (Sarcoma ovarico con metastasi multiple 
curato con roentgenterapia-metachirurgica). Actino- 
terapia, 1923, iii, 154. 

In the case of a 23-year-old woman a tumor of 
the left ovary 35 cm. in length and 25 cm. in diameter 
was removed June 8, 1922. Multiple intestinal and 
omental adhesions, metastases around the sigmoid, 
and a metastasis about the size of a fist closely ad- 
herent to the small intestine were found. The met- 
astases were not removed on account of surgical 
difficulties. 

From June 19 to 28 a total of twelve hours of 
deep roentgenotherapy—4o-cm. distance, 0.5-mm. 
copper and 3-mm. aluminum filter, Coolidge tubes, 
190,000 kv., 2ma.—was given in four sites, abdominal, 
dorsal, and right and left lateral. The patient re- 
covered and was still in good health to June 28, 1923. 

Microscopic examination showed the tumor to be 
a small round-cell sarcoma. Two photomicrographs 
of sections of the growth illustrate the article. 

SALVATORE DI PAtMA, M.D. 


EXTERNAL GENITALIA 


Leriche, R.: The Treatment of Kraurosis Vulvz by 
Sympathectomy of the Hypogastric Artery: 
The Result at the End of a Year (Traitement du 
kraurosis vulve par la sympathectomie de l’artére 
hypogastrique: Résultat au bout d’un an). Lyon 
chir., 1923, XX, IT4. 

In the case reported, bilateral sympathectomy of 


the hypogastric artery was done. The operation had 
a ened Tannllehe result, being followed by rapid 
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disappearance of all subjective and objective symp- 
toms. 

At the end of thirteen months the result still re- 
mains excellent. The patient’s physical and mental 
condition are normal, all disagreeable sensations have 
disappeared, and a normal genital life has begun. The 
vagina is not rigid or dry, it admits two fingers, and 
touch is painless. Since the operation the administra- 
tion of ovarian substance has relieved the hot 
flushes which occur from time to time; before the 
operation it was without effect. 

When the kraurosis is accompanied by suppura- 
tion, the latter must be cured before the surgical 
procedure is attempted. In the presence of strepto- 
cocci the operation is contra-indicated. 

SALVATORE DI Pata, M.D. 


MISCELLANEOUS 


Calcagni, P.: The Ureters in Obstetrics and Gyne- 
cology (Gli ureteri in ostetricia e ginecologia). Arch. 
di ostet. € ginec., 1923, XVii, 97. 

The author classifies changes occurring in the 
ureter in obstetrical and gynecological conditions 
as those due to inflammation, those due to com- 
pression, and those due to trauma. 

Inflammation may enter the ureter from the blad- 
der, by way of the lymph vessels, or by the direct 
penetration of the vesical bacteria. Frequently the 
two types of infection are associated. The condi- 
tions which favor such infection are those which 
weaken the protective action of the uretero-vesical 
openings, such as genital prolapse, hypertrophic 
lengthening of the cervix, retrodisplacement of the 
uterus, and tumors. Inflammation may enter the 
ureters also from the kidneys as a complication of 
renal tuberculosis, syphilis, calculi, bilharziasis, etc. 


Changes in the ureter due to compression include 
those due to the gravid uterus, uterine displacement, 
and tumors. 

Ureteritis may or may not be associated with di- 
latation. In the first case the ureter is irregular and 
the dilated portions sometimes have thin, trans- 
parent walls while the narrowed portions have thick 
walls. In the second case, there is lengthening of 
the tube with fibrous thickening of its walls and 
often a sclerosing peri-ureteritis which tends to fix 
the ureter and narrow its lumen. In cases of changes 
due to compression the ureter is dilated above the 
area of constriction. The dilatation may extend 
up to the pelvis, calices, or parenchyma of the kidney, 
causing a sclerosis by a diffuse cirrhotic process. 

With regard to the exploration of the ureters the 
author discusses palpation and cystoscopy with cathe- 
terization. Palpation may be abdominal or vaginal. 
In thin subjects a diseased ureter is palpated 
as a hard, fixed cord when peri-urethritis is present 
or as a cord which slips under the finger. ‘The 
area of palpation is at Halle’s point. Even when 
the diseased ureter cannot be felt, pressure at 
Bazy’s, Halle’s, or the inferior uterine point 
causes pain. The inferior uterine point is felt by 
inserting the index finger into the upper lateral vag- 
inal fornix. Pressure in this region frequently causes 
a desire to urinate (Bazy’s reflex). 

In the remaining portion of the article the author 
deals with the symptoms, diagnosis, and treatment 
of ureteral lesions, discussing in particular detail 
fistula and accidental operative injuries. The cause 
of ascending infection in cases of uretero-intestinal 
anastomosis he believes is a progressive stenosis at 
the site of operation. Navaro eliminated such in- 
fections by making a large anastomosis. 

SALVATORE DI PALMA, M.D. 
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OBSTETRICS 


PREGNANCY AND ITS COMPLICATIONS 


Couinaud, P., and Clogne, R.: Hepatic Function 
During Pregnancy (Contribution a l’étude de la 
fonction hépatique au cours de la_ grossesse). 
Gynéc. et obst., 1923 , Vii, 372. 

The authors review and interpret the findings 
made to date in research on the function of the liver 
during pregnancy. 

In the later months of pregnancy, Croinician and 
Popper found urological signs of biliary retention in 
20 per cent of normal pregnant women. In women 
presenting clinical signs of hepatic insufficiency the 
percentage was higher. The coagulability of the 
blood in pregnancy is normal or increased and in the 
last three months the power of fibrin formation is. 
increased. The blood sugar during pregnancy is 
slightly less than normal. In lactating women it is 
slightly above that of pregnant women. In patho- 
logical cases the results are very contradictory. Pro- 
tein metabolism tests in pathological conditions such 
as pernicious vomiting and puerperal infection show 
nitrogen retention. 

Acidosis is found in all cases of pregnancy with 
intoxication, serious infection, pernicious vomiting, 
eclampsia, or shock, as in these conditions there is a 
disturbance of liver function. 

SALVATORE DiI Parma, M.D. 


Ward, E.: Marriage, Pregnancy, Parturition, and 
Tuberculosis. Lancet, 1923, ccv, 557. 


The data of investigations made among tuber- 
culous women of the poorer classes show that 
marriage alone is unlikely to affect their condition, 
and that if it does have any influence, it is twice as 
apt to cause improvement as deterioration. 

Pregnancy and parturition, however, are apt to 
make it worse; there is a 50 per cent chance of this 
against a rg per cent chance of improvement. How- 
ever, as only 2 per cent of the women died of exa- 
cerbations caused by child-bearing, the unfavorable 
influence of parturition is not often fatal. 

The advisability of inducing abortion in the cases 
of tuberculous women seems very questionable. 
The results of miscarriage have not been fully in- 
vestigated, but in 47 per cent of the cases studied 
there was no effect, in 3 per cent the patient was im- 
proved, and in 50 per cent the condition was made 
worse. In only 66.6 per cent did lactation appear to 
exert a definitely unfavorable effect. 

The children of a tuberculous woman are seven 
times as apt to be tuberculous as those of a healthy 
woman. Of 290 such children investigated by Ward, 
45 per cent were negative, 34 per cent tuberculous 
(25 per cent died of the disease), and 21 per cent 
were suspects. On the whole, the increased risk to 


the child from breast feeding by a tuberculous 
mother seems negligible. Thirty-five per cent of 
children breast-fed by tuberculous mothers were 
negative, while 32 per cent of bottle-fed children of 
tuberculous mothers were negative. 

In Ward’s opinion it is certain that the husband 
will become infected unless he is congenitally im- 
mune or already harbors a smouldering infection. 

In conclusion the author states that if milk is 
available it is wise for the tuberculous woman to 
nurse the child for at least six weeks but this should 
never be done longer than eight weeks. 

Raymonp E. Warkrys, M.D. 


Voron: The Management of the Pregnant Woman 
with Pulmonary Tuberculosis (Conduite a tenir 
chez la tuberculeuse pulmonaire enceinte). Gynéc. 
et obst., 1923, viii, 141. 

Pulmonary tuberculosis may become very active 
during pregnancy or after delivery. 

With regard to their opinions as to the treatment 
of the tuberculous pregnant woman the author classi- 
fies obstetricians and clinicians into three groups. 
One group, which includes Rest, Bernard, Dumarest, 
Pinard, Couvelaire, Herrgott, and Fruhinscholz, are 
fundamentally opposed to interruption of the preg- 
nancy. Dumarest maintains that the infant of a 
phthisical mother is endowed with a certain immu- 
nity and that eventually this will become sufficient to 
immunize the race against tuberculosis. Another 
argument against abortion is that if the tuberculosis 
is mild or in its initial stages the woman will eventu- 
ally recover without this treatment, and if the tuber- 
culosis is extensive, death will ensue regardless of 
intervention. It is claimed also by this group that 
induced abortion is often followed by the same com- 
plications as a normal full-term delivery. 

Another group of obstetricians and clinicians favor 
the apeutic abortion in all cases, arguing that it is 
most important to safeguard the life of the mother 
since the future of the fetus is uncertain, and that 
gestation unquestionably aggravates pulmonary 
tuberculosis. They agree with Maragliano that ther- 
apeutic abortion is indicated also because it is im- 
possible to prognosticate with accuracy the extent 
and severity of the pulmonary lesion and its subse- 
quent behavior in every case. Not to act in the pres- 
ence of this uncertainty is to expose the patient to an 
unnecessary risk. 

Between these two extremes is the third group of 
men who, while admitting the seriousness of pregnan- 
cy in a tuberculous woman, believe that the fetus 
should be given due consideration and that each case 
should be judged individually. 

In presenting his own opinion the author states 
that induced abortion is seldom fatal and never leads 
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to quick death in the case of a tuberculous woman 
such as may occur following full-term delivery. In 
cases in which death occurs during the earlier post- 
abortal months, the abortion was induced too late in 
the course of gestation. In a very large number of 
cases distinct improvement in the pulmonary condi- 
tion is noted following abortion. Voron believes that 
therapeutic abortion is strictly indicated in the cases 
of women without financial means whose gestation 
has not lapsed beyond the third month and who are 
subject to a bilateral pulmonary lesion which shows 
a tendency to extend but is apparently curable under 
favorable circumstances. When this procedure is 
decided upon, the ordinary measures are generally 
employed, but occasionally hysterectomy is the 
method of choice, particularly in the cases of middle- 
aged women who are already mothers and dread 
another delivery. For selected cases, sterilization 
without hysterectomy has its advocates. 
James V. Ricci, M.D. 


Polak, J. O.: How the Pathology Explains the Clin- 
ical Symptoms Found in Ectopic Gestation. 
Boston M. & S. J., 1923, clxxxix, 433. 


On the basis of a study of 400 cases of ectopic preg- 
nancy the author summarizes the cardinal symptoms 
as follows: 

1. A missed, delayed, or prolonged menstrual 
period. 

2. The sudden onset of pain in the abdomen, 
usually in one of the lower quadrants, with or with- 
out shock, and followed by the discharge from the 
vagina of a dark bloody fluid which does not clot. 

3. A cervix sensitive to the slightest movement 
on vaginal examination. 

4. A tender mass beside, behind, or rarely, in front 
of the uterus, which it displaces. 

5. A slight elevation of the temperature and a 
leucocytosis of 15,000 or more immediately after 
the attack of pain. 

Exacerbations of the pain and an increase in the 
size of the tumor mass occur while the patient is 
under observation. 

When the ovum is arrested in its progress through 
the tube it immediately attempts to erode into the 
mucosa, and the latter, being unprotected by a well- 
formed decidua, allows villous penetration of some of 
the smaller radicles. This is followed by hemor- 
rhage into the decidua and an increase in the tube 
contents, which overstretches the tube and gives 
rise to two of the earliest symptoms, a feeling of 
soreness, tension, and shooting knife-like pains due 
to the attempt of the tube to expel its foreign con- 
tents. The bleeding from the tube, instead of 
draining through the uterus, comes out through 
the free end of the tube, gravitates to the cul-de-sac, 
and, with the tube, which drops downward and 
backward because of its increased weight, displaces 
the uterus forward and makes up the cul-de-sac 
mass of the ectopia. The blood in the cul-de-sac 
causes a chemical reaction in the peritoneum which 
excites a peritoneal reaction and causes the symp- 


toms of fever, leucocytosis, and sensitiveness of the 
cervix. The ‘overlying peritoneum becomes cede- 
matous and sensitive, and when the cervix is moved 
the utero-sacrals, which are covered by it, respond 
with pain and spasm. The unrest in the tube is 
finally transmitted to the uterus. The decidua 
there becomes intensely congested and bleeds, and 
the cervix softens and opens. If the ovum dies, the 
decidua is cast off piecemeal and there is usually a 
characteristic brownish-red discharge which does not 
clot. Harry W. Fixx, M.D. 


LABOR AND ITS COMPLICATIONS 


Schwarz, O. H., and Krebs, O. S.: Scopolamine- 
Morphine Seminarcosis: Report of Its Use in 
the Third Thousand Deliveries in Barnes 
Hospital. J. Am. M. Ass., 1923, Ixxxi, 1083. 


The authors use in their work scopolamine stable 
“Roche” or scopolamine (hyoscin) hydrobromide in 
ampoules and morphine-narcotin meconate in '4- 
gr. doses, or morphine in '/6-gr. doses. In the cases 
of primipare these are administered when the uterine 
contractions are strong and occur at regular intervals 
and usually when there is at least two fingers’ 
dilatation. In the cases of multipare the procedure 
is usually begun with the first regular contractions 
that are painful. 

The patient is always prepared for delivery before 
seminarcosis is begun and, after the usual prep- 
aration, is sent to the delivery room. Cotton 
moistened with oil is placed in her ears and her 
eyes are covered with gauze held in place by adhesive 
strips. The initial dose of scopolamine is !/;3; gr. 
or 1.5 c.cm. of the scopolamine stable Roche. The 
scopolamine hydrobromide contains '/1;; gr. to the 
cubic centimeter and is used by the authors in the 
same dosage ('/:33 gr.) for the average woman. With 
the first injection is given, separately or combined, 
14 gr. of morphine-narcotin meconate or 1/6 gr. of 
morphine sulphate. 

The second injection is given usually forty-five 
minutes after the first and is usually as large as the 
first. The morphine-narcotin meconate or morphine 
is never repeated after the first injection. 

Before the second injection and before each con- 
templated subsequent injection, the patient is re- 
quested to put her index finger to the tip of her nose, 
her eyes being covered. If she succeeds in doing this 
promptly, she still retains locomotor co-ordination 
and the contemplated injection is given. In most 
cases this stage is reached after the administration 
of the third injection, but in not a small number 
before the third injection. 

The third injection is usually given forty-five 
minutes after the second. 

After the third injection most patients remain 
sufficiently scopolaminized for two hours or longer. 
In most cases the first stage of labor is entirely or 
nearly over and the time is close at hand at which the 
seminarcosis should be deepened to complete an:s- 
thesia by one of the general anesthetics. 
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However, there are numerous cases in which the 
first stage of labor is protracted for many hours, 
even for a day or two. The scopolamine method has 
proved most valuable in the cases of primipare with 
ruptured membranes and a first stage lasting from 
twenty-four to forty-eight hours; it is in these cases 
also that the administration of the drug must be 
watched most carefully. 

The authors believe that the loss of locomotor co- 
ordination marks the one boundary of seminarcosis. 
The patient must cross this boundary which is 
“just enough” and must be kept from crossing the 
other boundary, which is “too much.” The other 
boundary is reached when, during a labor pain, the 
pupils no longer show the usual dilatation at the 
height of the contraction because they are already 
dilated to the maximum by the action of the scopo- 
lamine on the terminals of the third nerve in the 
iris. Keeping the patient within this narrow zone 
constitutes scientific seminarcosis. During the 
second stage of labor great care must be exercised 
not to induce too deep general anesthesia. 

The contra-indications to the use of scopolamine- 
morphine seminarcosis are premature deliveries, 
uterine inertia, eclampsia, placenta previa, and 
heart disease complicating pregnancy. 

In the author’s opinion, scopolamine-morphine 
seminarcosis is the most effective method of relieving 
the pain of the first stage of childbirth. In the first 
thousand cases reported, amnesia and otherwise per- 
fect results were present in 80 per cent. In the second 
thousand, the results were perfect in 85.3 per cent 
cases and poor in 5.07 per cent. 

In many cases of multipare the authors use nitrous 
oxide analgesia very extensively. In some of the 
longer and more difficult multiparous labors they 
use the regular scopolamine-morphine method, while 
in others they combine the administration of nitrous 
oxide with a modified scopolamine seminarcosis in 
which the scopolamine is complemented from the 
beginning with nitrous oxide or after the patient is 
lightly under the influence of scopolamine she is 
kept at that level and her pain controlled until 
delivery by nitrous oxide inhalations. At the time of 
expulsion, chloroform in very small amounts or 
nitrous oxide or ether should be added. 

The authors believe that this method can be 
carried out only by trained obstetricians in an 
obstetrical hospital and that it should be used only 
by those who are willing to watch the patient closely 
from the onset of labor until its termination or those 
who have an organized hospital staff or trained 
assistants at their command. : 

In primipare, when seminarcosis is employed, 
labor is best terminated by episiotomy and a perineal 
forceps delivery; this procedure, however, is by no 
means necessary as many of the patients will be 
delivered spontaneously. Asphyxia is not increased 
in frequency, although slight oligopnoea is some- 
times noted. 

_ The chief disadvantage of the method is that it is 
time-consuming and the patient must be constantly 


watched throughout labor by those who are familiar 
with the method; few busy obstetricians are willing 
to give the necessary amount of time and individual 
attention to one patient. | Rotanp S. Cron, M.D. 


Bonar, B. E., and Meeker, W. R.: The Value of Sacral 
Nerve Block Anzesthesia in Obstetrics. J.Am.M. 
Ass., 1923, Ixxxi, 1079. 

The authors tried six different methods of induc- 
ing anesthesia and studied the results in obstetrical 
operations and in normal labor pain. 

The first method was the association of a low 
epidural injection with transsacral nerve block of 
the lower four sacral nerves. The patient was 
placed on the left side in a modified Sims’ position. 
The anesthesia resulting included the entire pelvic 
floor and wall of the uterus, the pain of labor being 
entirely controlled. 

With this method, each of a series of sixteen 
patients was given from 60 to 85 c.cm. of a 1 per 
cent procaine solution. Ten minims (0.6 c.cm.) of 
epinephrin for 100 c.cm. of solution were added in 
all cases. The average duration of anesthesia was 
two hours and twenty minutes. In a second series 
of seventeen cases the addition of a 0.4 per cent 
sodium bicarbonate solution did not prolong it. 

In the second method, epidural injections were 
given without blocking the nerves. Each of a third 
series of twenty-two patients was given from 4o to 
50 c.cm. of 1.5 per cent procaine with 0.4 per cent 
bicarbonate solution. The average duration of 
anesthesia was one hour and fifty-seven minutes. 
A fourth series of twelve patients were given from 
30 to 35 c.cm. of 2 per cent procaine solution with 
0.4 per cent bicarbonate. The average duration of 
anesthesia was one hour and fifty-five minutes. 
The fifth series of twelve patients received from 40 
to 50 c.cm. of 1.5 per cent procaine without bicar- 
bonate. In a sixth series of ten cases the formula 
was essentially the same as that for the fifth series 
except that epinephrin was used. 

From the standpoint of the anesthetic, better 
results over a slightly longer period of time were 
obtained by the transsacral method. The addition 
of the sodium bicarbonate was of no advantage. 
The difficulties in the execution of transsacral block 
in the parturient make the epidural method the 
more practical, even though the height of anasthesia 
is variable. 

The ninety cases studied were not selected, being 
taken in succession. The total number of patients 
delivered during this study was 162. Sixty per cent 
of them were primipare, a percentage higher than 
the general average of the institution which is 45. 

The authors state that all obstetrical operations 
in which the operative field lies within the area in- 

nervated by the sacral nerves can be painlessly 
performed under sacral nerve block anzsthesia. The 
unmistakable relaxation of the pelvic floor facili- 
tates any operation attempted by way of the genital 
tract. Twenty-one forceps operations were per- 
formed, of which ten were low, eight middle, and 
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three high forceps deliveries. In only three instances 
was any other anesthetic employed. Ether was 
administered to one patient before the possibilities 
of block anesthesia were appreciated. In another 
case ether was necessary because the block an- 
wsthesia began to wear off before the forceps de- 
livery was completed. The perineal relaxation not 
only facilitates the application of the blades, but 
shortens the duration of the operation and reduces 
the number of perineal tears. The patient con- 
tinued to have good uterine contractions unless she 
was operated on immediately after the injections, 
and the operator was able not only to apply traction 
during each contraction of the uterus, but also to 
induce the patient to cooperate by bringing her 
abdominal muscles into action. Intra-uterine ma- 
nipulations and repair of the pelvic floor were also 
satisfactorily done. Another argument for the meth- 
od was the absence of harm to the baby from the 
anesthetic. In the past, the operator has often 
been hurried in difficult forceps cases because of 
the danger of anesthetizing the child. 

During normal labor the patient was instructed 
to bear down and urged to greater voluntary effort 
during the uterine contractions. In the absence of 
proper instruction and encouragement, the par- 
turient was apt to rest and delay the progress of 
birth until the pains were felt again. The continual 
attendance and encouragement of the obstetrician 
or his aids at this juncture were therefore of the 
greatest importance. 

The effect on uterine contractions was inconstant. 
In the majority of cases there was nearly complete 
cessation of contractions within ten minutes after 
the injection was completed. This diminution rarely 
lasted more than twenty minutes, the contractions 
then gradually increasing in frequency and duration 
until, after a short time, they proceeded normally. 

The feature of greatest difficulty was the selec- 
tion of the proper time to induce anesthesia. There 
was a tendency to induce it too early in the cases of 
primipare and too late in multipare. In many 
cases also the time of delivery could not be accurately 
foretold. However, it was soon found that the 
injections could be repeated; in three cases a third 
injection was given. The injections should not be 
repeated needlessly. 

The duration of anesthesia averaged approxi- 
mately two hours. 

It was decided that in average cases the maxi- 
mum benefit from the injections was obtained when 
dilatation of the os had reached at least 7 cm. in 
primipare and 4 cm. in multipare. 

When, as a result of the patient’s co-operation, 
labor terminated during the period of anesthesia, 
it was without the usual noisy outcry, and often the 
patient was unaware that the baby had been born. 
Other patients felt dul! pressure as the head slipped 
over the perineum. In most cases the perineum 
slid back from the head with such ease that the 
obstetrician was surprised, because a tear had seemed 
inevitable. Rotanp S. Cron, M.D. 
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Goethals, T. R.: Manual Extraction of the Pla- 
centa. Am. J. Obst. & Gynec., 1923, Vi, 322. 

Manual extraction of the placenta following pelvic 
delivery carries with it the possibility that the op- 
erator may find himself dealing with placenta «c- 
creta, a condition in which the patient’s life may be 
endangered by shock and hemorrhage. 

Clinically, placenta accreta occurred three times 
in the Boston Lying-In Hospital series; once in 
8,182 pelvic deliveries in the hospital and twice in 
16,486 deliveries in the out-patient department, 
or once in 8,223 deliveries. Unfortunately, no 
autopsy was secured to prove the diagnosis patho- 
logically. 

No certain method has been found by means of 
which the presence of a placenta accreta can be 
foretold. From a clinical standpoint, “adherent 
placenta” is a relative term. Not until the operator 
begins to take out the placenta can he tell whether 
he will find a placenta which is easily peeled off, 
one which is firmly adherent and must be dug from 
the uterine wall, or one which is so blended with the 
uterine wall that no line of cleavage can be made 
out. This may be as true of placente partially de- 
tached as of those entirely unseparated. 

One case in four of the hospital cases and two 
cases in five of the out-patient cases showed some 
degree of uterine infection after delivery. So far as 
the hospital cases are concerned, this is an incidence 
almost five times that occurring in control pelvic 
deliveries in which the placenta was not manually 
extracted, and although no control series is prac- 
ticable for the out-patient cases, the difference in 
surroundings and management would seem to 
account for the differences in results. Certainly the 
hospital and out-patient figures are remarkably 
parallel. 

Such infections as occurred in these cases were 
usually of a relatively mild type. Death occurred in 
only one case, a hospital delivery in which the 
uterus was ruptured. It seems probable that most 
of the infection was due to some retention of the 
secundines. 

In cases of retained unseparated placenta without 
hemorrhage the Majon-Gabastou method of um- 
bilical vein injection is the procedure of choice. 
This should be tried also in cases in which partial 
separation with slight haemorrhage has occurred, 
but it cannot replace manual extraction in a case ol 
brisk hemorrhage, when prompt action is necessary. 
Whether injection will separate and bring away a 
placenta accreta is questionable. 

In a case of retained placenta in which injection 
has not caused separation within two hours of the 
birth of the child, manual extraction is indicated. 
The author has had no experience with the method 
of letting such cases alone, nor with the method ot 
packing the uterus on top of the placenta. 

Manual extraction in such cases is ordinarily cat- 
ried out without great difficulty or danger. Should 
separation of the placenta prove impossible or s0 
difficult that placenta accreta is diagnosed, attempts 
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at removal should be abandoned at once, the uterus 
packed tightly with gauze as an emergency measure, 
and Japarotomy with hysterectomy performed, with 
transfusion before, during, or after the operation as 
indicated. Epwarp L. Cornett, M. D. 


Audebert, J. L.: The Uterine Scar After Caesarean 
Section (La cicatrice utérine aprés la section césar- 
ienne). Gynéc. et obst., 1923, vii, 487. 

The author reports the histological findings in 
thirty-eight cases of uterine scar due to ca#sarean 
section. Twenty-nine showed complete muscular 
regeneration; three, incomplete muscular regenera- 
tion; and only five, a fibrous scar. Even when com- 
plete muscular regeneration occurs there still re- 
mains the danger of intestinal obstruction due to 
the formation of peritoneal adhesions and bands 
and late deep infections from sutures. These, how- 
ever, are rare. More common are accidents during 
pregnancy and labor. 

In two cases traced by the author there had been 
a subsequent pregnancy with a shoulder presen- 
tation due to fixation of the uterus. Abortion oc- 
curred in eight of seventy-seven cases reported by 
Van Leuwen and in two cases reported by Morrison- 
Lacombe. It did not occur in the cases studied by 
the author. 

Premature labor occurred in two of nineteen cases 
reported by Marioton and in eight of fifty reported 
by Morrison-Lacombe. The incidence of rupture of 
the uterus in the last twenty years was 6 per cent. 

In conclusion, Audebert states that, in spite of 
the possibility of suppuration due to infection, the 
uterine scar is often good both histologically and 
physiologically. However, as it is impossible to 
know which scar will hold and which one will not, 
the patient should be kept under close observation 
during the last months of a subsequent pregnancy 
in order that, if necessary, intervention may be 
done before the beginning of labor. 

SALVATORE DI Patma, M.D. 


PUERPERIUM AND ITS COMPLICATIONS 


Brouha, M.: The Modern Conception of Puerperal 
Infection (Conception actuelle de l’infection puer- 
pérale). Gynéc. et obst., 1923, viii, 11. 

Hauch, E.: The Diagnosis and Prophylaxis of 
Puerperal Fever (Le diagnostic et la prophylaxie 
de la fiévre puerpérale). Gyndc. et obst., 1923, viii, 36. 

Alfieri, E.: The Therapeutic Measures to Combat 
Puerperal Infection (Sui mezzi terapeuitici per 
combattere l’infezione puerperale). Gynéc. et obst., 
1923, Vili, 63. 

BrounHA states that in about 50 per cent of the 
cases of puerperal fever the streptococcus pyogenes 
is the only organism found. The bacteria present 
in the others, given in the order of their frequency, 
are the streptococcus aureus and albus, the colon 
bacillus, the gonococcus, anaerobes, and the spe- 
cific organisms of the infectious diseases. Among 
the |ust-mentioned are the diphtheria, typhoid, and 
tetanus bacilli. The anaerobes include bacillus per- 


fringens, vibrion septique, bacillus nebulosus, an- 
aerobic streptococcus, staphylococcus parvulus, and 
others. Organisms other than the streptococcus 
pyogenes rarely occur alone. 

The sources of the pyogenic bacteria Brouha 
believes are persons suffering from an infectious 
process, such as puerperal fever, erysipelas, phleg- 
mon, furuncles, acne, and suppurating wounds, 
persons convalescing from infectious diseases, and 
carriers. The bacteria are distributed by objects 
or liquids and can be carried a considerable dis- 
tance. Under the influence of light and desiccation 
they gradually lose their vitality. They escape 
death only when they re-infect a healthy person or 
become adapted to a saprophytic life. 

Brouha classifies the infections as contagious 
and endogenous. The majority of the severe in- 
fections are of the contagious type. Causes of the 
endogenous infections are endocervicitis, ulcers of 
the cervix, degenerating infected fibroids, pneumonic 
processes, otitis media, mastitis, parametritis, and 
appendicitis. As these infections may be produced 
by continuity or by way of the blood and lymph 
streams, they may be classified as local, metastatic, 
and general. 

With regard to the question as to whether the 
vaginal bacteria. may provoke such an infection, 
Brouha comes to the conclusion that pathogenic 
organisms in the vagina, are either destroyed or 
adapt themselves to a saprophytic life, but that 
under favorable circumstances the saprophytes may 
become virulent. 

With regard to the pathology, Brouha discusses 
the different parts affected. In the endometrium a 
septic and a gangrenous inflammation are dis- 
tinguished, and in the uterine muscles a metritis, a 
metro-lymphangitis, and a metro-phlebitis. The 
ovaries and tubes are most often affected by a peri- 
tonitis and less often by cellulitis of the broad 
ligament or direct extension from the mucosa of 
the uterus. Infection by the lymphatics usually 
causes pelvic cellulitis. Infection of the pelvic 
tissues by the venous portals giving rise to venous 
thrombosis is less common. ‘The bacteria causing 
pelvic abscesses are, in the order of their frequency, 
the streptococci, the staphylococci, and the colon 
bacillus. With regard to the gonococcus, there is 
as yet no consensus of opinion, 

Infection enters the peritoneum usually by way 
of the lymphatics of the uterine muscles and more 
rarely by direct extension from the tubes. In the 
very acute forms, particularly those due to the 
streptococcus, the lesions are few and there is very 
little exudate. When the evolution of the condition 
is less rapid the lesions are more extensive and the 
quantity of exudate is considerable. Phlebitis is 
probably always associated with some other patho- 
logical condition, but in certain cases the symptoms 
of the venous infection overshadow the others. 

As preventive measures the author recommends 
the ordinary methods of prenatal prophylaxis, the 
interdiction of coitus at least two months before 
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the expected delivery, and strict asepsis during 
delivery. He does not approve of the use of anti- 
septics or douches except in cases of definite infection 
of the vagina or cervix. 

HAvucu states that bacteriological examinations 
do not prove the presence of puerperal fever as the 
same bacteria may be cultured from the vagina and 
lochia of women who have had a normal puerperium. 
Cytologic examinations do not give any further 
information. Consequently the diagnosis must be 
based on the clinical picture. The diagnosis of 
puerperal fever is justified if the temperature rises 
to 38 degrees C. the second evening of the puer- 
perium and extragenital causes for this rise can be 
excluded. With regard to the diagnosis Hauch 
discusses puerperal fever in relation to infection of 
the external genitals, the uterus, the adnexa, the 
veins, septicemia, and pyemia. 

In discussing the treatment Hauch states that 
every precaution usually taken with regard to the 
patient and the attendant in cases of acute con- 
tagious and infectious diseases should be observed 
in puerperal fever. In the graver cases of this in- 
fection nothing in medicine or surgery has been 
found satisfactory. 

ALFIERI discusses the prognosis of the different 
types of puerperal infection. In his three clinics 
the mortality in cases of fever above 38 degrees C. 
was II per cent in the postpartum cases and 14.4 
per cent in the postabortum cases. For a rational 
therapy Alfieri believes that in all cases a careful 
bacteriological examination of the lochia and the 
blood and a clinical diagnosis of the site and ex- 
tension of the morbid process are essential. His 
conclusions are as follows: 

The treatment of puerperal fever should include 
local therapy and general therapy. 

Local therapy consists of methods of cleaning and 
disinfecting the genital parts without injuring their 
integrity and of surgical measures to remove the 
most deep-seated circumscribed foci when the in- 
fection has not as yet invaded the entire body. 

From the point of view of treatment, puerperal 
fever usually passes through three stages. In the 
first period the morbid lesion is circumscribed and 
limited to the mucosa In the second period the 
lesions are still limited to the genitalia or adjacent 
structures (pelvic tissues, adnexa, veins, peritoneum), 
but have passed the mucous barriers. In the third 
period there is septicemia and the local process is 
secondary to the general infection. 

In the first period, the treatment should be chiefly 
obstetrical. General medical treatment, which 
should always be conservative, is indicated as an 
adjunct to the local treatment and to increase the 
organic defense in case the infection should tend 
to spread. In the third period of the infection local 
treatment is useless and general treatment should 
be established without delay. In the second period, 
when the insufficiency of obstetrical measures has 
been demonstrated, surgical interference (hyster- 
ectomy, ligation and resection of venous trunks, 


laparotomy and drainage, colpotomy, opening of 
pelvic phlegmons) may be considered. 

The probability of effecting a cure diminishes as 
the disease advances. SALVATORE pI Patma, M.D. 


Thalhimer, W., and Hogan, B. M.: Puerperal 
Sepsis (Bacterzemia) Caused by Bacillus In- 
fluenze. Am. J. Obst. & Gynec., 1923, vi, 343. 


A primipara, aged 34 years, was admitted to the 
hospital in the first stage of labor at 5:30 p. m. 
Labor and delivery were normal; the baby was born 
at 10:30p.m. The position was L. O. A. A right 
lateral episiotomy was performed and low forceps 
used. The placenta was delivered ten minutes later 
by Schultze’s method, and the episiotomy repaired 
with four interrupted catgut sutures. Nitrous oxide- 
oxygen anesthesia was employed. During labor, 
complaint was made of pain in the gall-bladder re- 
gion. With the exception of respiratory infections 
and an appendectomy performed after an attack 
of influenza three years before this labor, the pa- 
tient’s history was unimportant. 

Forty-eight hours after delivery she experienced a 
chill lasting twenty minutes. An up-and-down tem- 
perature persisted for ten days and on the tenth day 
there were four chills and a temperature of 105 
degrees F. A soft apical systolic murmur was noted. 
Blood cultures showed fourteen colonies to each 
cubic centimeter. These were minute (about 1 mm. 


in diameter), colorless, and transparent, and showed 


about them typical hemoglobinophilia with dark 
red accumulations of hemoglobin for a distance of 
from 1 to 3 mm. from each colony. The colonies were 
made up of extremely small, slender, pleomorphic, 
Gram-negative, non-motile bacteria which could 
be cultivated only on blood agar (bacillus influenze). 
Two and four days later 500 c.cm. of blood were 
transfused. In the next few days femoral phlebitis 
developed. Subsequently the patient had numerous 
chills but finally recovered and was discharged at 
the end of two and one-half months. 

It is an extremely interesting observation that 
while the vaginal and cervical smears showed large 
numbers of various types of bacilli and cocci, both 
Gram-positive and Gram-negative, only a few col- 
onies of staphylococcus aureus and streptococcus 
viridans developed in the cultures. The recovery in 
this case with a positive bacillus influenze blood 
culture indicates that the infecting strain of this or- 
ganism did not belong to the type of influenza bacillus 
which Cohen found so frequently fatal in cases ol 
bacteremia accompanied by meningitis in children. 

Epwarp L. Cornett, M.D. 


Paucot, H.: On the Value of Vaccine Therapy in 
Puerperal Infections (Considérations générales 
sur la vaccinothérapie dans l’infection puerpérale). 
Rev. frang. de gynéc. et d’obst., 1923, xviii, 373. 

Of the large number of vaccines of various organ- 
isms attenuated in various media that Paucot has 
tried in the treatment of puerperal septicemia, none 
has proved effective. James V. Ricct, M.D. 
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MISCELLANEOUS 


Bailey, H.: The Control of Midwives. Am. J. 
Obst. & Gynec., 1923, vi, 293. 

In New York, in 1011, the Bellevue School for 
Midwives was established through the influence of 
Brannan. It is now the only institution in this 
country for the teaching of midwives. At first it 
received a great deal of criticism and opposition, 
but in the last few years has been accorded the 
recognition it deserves. The City Health Board has 
refused to admit to practice any woman who is not 
a graduate of this school or a similar school abroad, 
a stand which has had a decidedly beneficial effect 
on the practice of midwifery in New York City. 
The number of midwives has been reduced one-half, 
only 1,500 now being registered. The deliveries 
conducted by midwives have been reduced from 
one-third to one-fourth of the entire number. The 
handling of normal cases of labor by midwives who 
are properly trained has reduced the maternal 
mortality from sepsis and the number of stillbirths 


and eye infections. Criminal abortion has also been 
greatly decreased, and only a very small number of 
midwives have been charged with this or other mis- 
demeanor. 

The standard for admission to the training school 
should be high. Nurses should be permitted to take 
the course if they intend to practice maternity work 
in public health positions. The practical training 
should consist in attendance at 100 cases of confine- 
ment. 

The midwife should never be permitted to take 
charge of primiparous women and should be re- 
quired to present all cases for a prenatal examina- 
tion in order that a proper diagnosis of pregnancy 
and labor may be made by a medical consultant. 
Vaginal and rectal examinations should be pro- 
hibited. All cases in which labor continues for 
twenty-four hours without delivery should be con- 
sidered abnormal. Consultation with a private 
physician or a medical inspector should follow deliv- 
eries conducted by midwives. 

Epwarp L. Cornett, M.D. 
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ADRENAL, KIDNEY, AND URETER 


Latarjet, A., and Bertrand, P.: Anatomical Re- 
search upon the Innervation of the Capsule of 
the Adrenal Gland, Kidney, and Upper Portion 
of the Ureter (Recherches anatomiques sur 
Vinnervation des capsules surrénales, des reins et 
de la partie supérieure de l’uretére). Lyon chir., 1923, 
XX, 452. 


The extrinsic visceral nerve fibers do not form a 
true plexus but are quite independent of each other 
as they penetrate the capsule of the organ. This fact 
makes it possible to remove them without disturbing 
the intrinsic visceral supply. 

The capsule of each adrenal gland is supplied by 
two distinct groups of nerve fibers which are ex- 
tremely fragile and small but which never anasto- 
mose. Many of them present small ganglia along 
their course. These fibers are arranged in a posterior 
and an internal group. Those constituting the for- 
mer arise from the terminal portion of the greater 
splanchnic nerve, while those of the internal group 
arise from the coeliac plexus. The authors suggest 
that the cortex and medulla of the gland may have 
a separate innervation and that it may be possible 
to destroy one group of fibers without injuring the 
others. 

The visceral nerve supply to the kidney arises 
from the lesser and inferior splanchnics and from 
the coeliac plexus. The fibers are arranged in an 
anterior and a posterior group which rarely anasto- 
mose. They are very distinct at the hilus of the 
kidney and closely applied to the walls of the arteries. 

The nerve supply to the upper portion of the 
ureter consists of small branches from the fibers to 
the kidney. Therefore when the sympathetic nerve 
supply to the kidney is sectioned they must be re- 
moved from the walls of the arteries entering the 
renal hilus. Loyat E. Davis, M.D. 


Southam, A. H.: The Fixation of the Kidney. 
Quart. J. Med., 1923, xvi, 283. 


Factors predisposing to displacement of the kid- 
ney are the erect posture and certain types of body 
form as shown by the shape of the renal fossa. 
Mobile kidney occurs more frequently in females 
than in males because in the former the renal fossz 
are open or wider below than above while in the 
latter they are pear-shaped and narrower below. 
The determining factor in many cases is a relaxed 
abdominal wall; this is more common in females 
than in males because of inferior muscular develop- 
ment, pregnancy, and poorer muscle tonus. The 
right kidney is more often displaced than the left 
because of the shape of the renal fossa and the pres- 
ence of the liver on the right side. The left kidney 


is more securely supported by neighboring struc- 
tures. The liability of the female to renal dis- 
placement begins at puberty. 

Anatomical studies show that the kidney, supra- 
renal body, and perirenal fat are completely enclosed 
in a single fascial sheath, the perirenal fascia, which 
is firmly attached to the diaphragm, vertebre, and 
the transversalis fascia. The kidneys are held in 
position chiefly by the perirenal fascia, the renal 
pedicle, and the intra-abdominal tension. 

Louts Neuwe tt, M.D. 


Stewart, M. J., and Lodge, S. D.: On Unilateral 
Fused Kidney and Allied Renal Malformations. 
Brit. J. Surg., 1923, xi, 27. 

Fusion of the kidney occurs in two forms, the 
rather common horseshoe type and the rare cres- 
cent kidney of Gérard. In cases of the former type 
the kidneys are more or less normal in position but 
are united across the midline of the body by renal 
tissue or, less commonly, by a bridge of fibrous tissue. 
They may be thus joined by either pole, but usually 
the fusion occurs at the lower poles. In the crescent 
type of kidney the fusion is more intimate and there 
is more or less asymmetry. 

Gérard classifies fused kidneys as follows: 

1. The horseshoe kidney: (1) fusion at the upper 
poles; (2) fusion at the lower poles. 

2. The crescent kidney: (1) the prevertebral 
fused kidney; (2) the unilateral fused kidney; and 
(3) the pelvic fused kidney. 

In the authors’ series of 6,500 autopsies there was 
only one case of unilateral fused kidney and no case 
of crescent kidney. Congenital absence of one kid- 
ney is fairly common, sixteen cases having been 
found in this series in association with other develop- 
mental anomalies. 

The horseshoe kidneys found in the authors’ 
series were of the type characterized by fusion at 
the lower poles by a mass of renal tissue. The ages of 
the subjects ranged from 14 to 82 years. In the one 
case in which the condition was unilateral no other 
malformations were found and the condition was 
not responsible for the patient’s death. 

The incidence of congenital absence of one kidney 
is about the same as that of horseshoe kidney. It 
occurs more often on the left side than the right 
(3:1), and in males than in females (14:2). The 
weight of the single kidney is usually above normal 
but seldom reaches that of two healthy kidneys. 
In the authors’ group of cases of this type the in- 
cidence of renal disease was rather high as six of 
sixteen patients died of causes directly attributalle 
to disease of the solitary organ. The average age 
of the patients was somewhat less than that | in 
the horseshoe kidney group. 
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Three cases of pelvic kidney were discovered. 
Two were of the usual type. In one, the kidney 
was malformed and obtained its blood supply by a 
short renal artery leaving the aorta at or near its 
bifurcation. In two cases the renal condition was 
not associated with the cause of death. In the third 
case the ureter was 3 in. in length and kinked, and 
the patient, a man 55 years of age, died of ascending 
pyelonephritis following cystitis of unexplained 
origin. Polk cites a case of solitary pelvic kidney 
in a 19-year-old girl which was removed because of 
pain in the tumor mass becoming especially severe at 
the menstrual periods. Death occurred in eleven days. 

The authors report the autopsy findings in the 
case of a man of 56 years who died of acute general- 
ized peritonitis following colostomy for annular car- 
cinoma of the sigmoid. Metastases had been formed 
in the liver and in the abdominal and mediastinal 
lymph nodes. There was no renal tissue on the left 
side although the left adrenal was normally situated. 
The right kidney measured 16.5 by 7.5 by 4 cm. 
Attached closely to its lower inner portion was an 
accessory kidney measuring 8 by 3.5 cm. Both 
units had a hilum, pelvis, and ureter. Roentgeno- 
graphic examination after injection with collargol 
showed two separate ureters, pelves, and calyx 
systems. The upper half of the renal mass was the 
normally situated right kidney, and the lower por- 
tion the transported left kidney. The right ureter 
was 28 cm. long and ran a practically normal course. 
The left ureter extended downward a short distance, 
then somewhat inward across the right psoas muscle 
and beneath the right ureter, crossed the midline 
just below the bifurcation of the aorta, and then 
took a normal pelvic course to enter the bladder at 
the normal point. Its length was 26 cm. 

The right renal artery left the aorta immediately 
above the level of the superior mesenteric and entered 
the hilum of the right kidney behind the pelvis. 
A second and much smaller artery arose from the 
left side of the aorta a short distance below the first 
and, after a course of 7 cm., branched into four 
divisions and entered the substance of the original 
left kidney. A third artery of considerable size 
sprang from the aorta on the right side about 4.5 
cm. from the bifurcation and entered the middle 
of the posterior surface of the renal mass. A fourth 
artery, which was fairly large, arose from the bi- 
furcation of the aorta, extended upward and back- 
ward, and entered the hilum of the lower renal mass 
behind the pelvis. There were three renal veins, one 
from the lower and two from the upper half. The 
orifices of the ureters and the plice ureterice 
appeared normal. 

The authors have collected from the literature the 
reports of twenty-eight cases of unilateral fused 
kidney. In their salient features these malforma- 
tions are very much alike; they differ chiefly in their 
blood supply and to some extent in their size and 
shape. In contradistinction to cases of congenital 
absence of one kidney, in which multiple develop- 
ments are common, unilateral fused kidney is 


rarely associated with other defects of the genito- 
urinary tract. The clinical importance of such cases 
must not be overlooked. Unless a pyelographic 
study is made, the surgeon may discover at a late 
stage of nephrectomy that he is dealing with a 
developmental abnormality, and even then he may 
assume the presence of nothing more unusual than 
a double ureter. C. D. Hotmes, M.D. 


Longcope, W. T.: An Estimate of the Information 
Derived from the Use of Tests for Renal Function. 
Boston M. & S. J., 1923, clxxxix, 273. 


The recognition of two types of nephritis—one 
associated with chloride retention and the other 
with urea retention-—was an important contribu- 
tion to urology. Nephritis is a general disease in 
which the injury to the kidney is more than a mere 
mechanical injury to the secreting structure. Ef- 
forts to correlate functional derangements with the 
pathological lesions found at autopsy have been 
unsuccessful, but the utilization of these tests in 
the diagnosis of early chronic nephritis has proved 
of great value. 

The phenolsulphonephthalein test of renal func- 
tion is characterized by Longcope as “familiar and 
very useful.” Another renal test widely employed 
is the determination of the specific gravity and the 
sodium chloride and nitrogen content of specimens 
collected at intervals while the patient is on special 
diet. The microchemical methods of blood analysis 
have greatly increased our knowledge of renal func- 
tion. Following the slightest damage to the kidney 
the sulphates accumulate rapidly in the blood. 
Creatinine, being easily excreted, is the last to ac- 
cumulate. Uric acid is not easily excreted and may 
be the first of the nitrogenous products to accumu- 
late. The phosphates are excreted in combination 
with ammonia, and when they accumulate they 
lower the alkaline reserve and give rise to acidosis. 
A fourth method of testing renal function is the de- 
termination of the ratio between the concentration 
of urea in the blood and the rate of its excretion 
in the urine. 

Of these four tests those that give the most 
reliable results are the phthalein excretion, the re- 
nal test meal, and the concentration of the chemical 
constituents of the blood. In the last-mentioned, 
the most important determinations are the urea, 
non-protein nitrogen, uric acid, creatinine, and car- 
bon dioxide combining power of the blood. Func- 
tion may be profoundly disturbed in conditions such 
as passive congestion due to cardiac failure, but 
when the circulation is restored and the congestion 
relieved it again becomes normal. 

In pernicious anamia and other severe anemias 
the function of the kidneys may be definitely im- 
paired. In pneumonia, an increase in the non- 
protein nitrogen and a decrease in the phthalein 
excretion have been noted. In certain types of 
intoxication profound changes may occur and simu- 
late conditions found in uremia. Following trans- 
fusion in cases of pernicious anemia the presence 


C- 
d 
h 
d 
in 
al 
al 
Ss. 
1e 
De 
ut 
al 
ly 
nt 
re 
er 
‘al 
nd 
‘as 
Ise 
en 
rs’ 
at 
of 
ne 
ler 
‘as 
ey 
It 
ht 
‘he 
nal 
ys. 
in- 
of 
ble 
ge 

in 


138 INTERNATIONAL ABSTRACT OF SURGERY 


of albumin and casts in the urine and a rise in the 
non-protein nitrogen, creatinine, and uric acid have 
been observed. 

In acute Bright’s disease the diagnosis can be 
made easily from the clinical picture and urinalysis. 
In acute hypertension nephritis the renal function 
tests may be of distinct value in the prognosis and in 
determining the progress from an acute to a chronic 
stage. The phthalein test is one of the most reliable 
in acute cases. In most of these, the phthalein ex- 
cretion is normal; when it is greatly reduced the 
prognosis is unfavorable. The ability of the kid- 
neys to concentrate the salts and waste products is 
determined best by means of the renal test meal. 
In nephritis an increase in inorganic phosphates in 
the blood and acidosis are usually noted only in ad- 
vanced stages, and an increase in the non-protein 
nitrogen, urea, creatinine, and phosphates in the 
blood indicates that the patient is dangerously near 
uremia. The study of the blood chemistry in ne- 
phritis is most valuable in the prognosis and the 
treatment. BENJAMIN F. Rotter, M.D. 


Breed, L. M., and Rendall, J.: Some Observations 
on Results with Kidney-Function Tests. 
Ann. Clin. Med., 1923, ii, 105. 

After one hundred years of laboratory develop- 
ment in functional tests of the kidney it is still im- 
possible to determine definitely the nature of the 
lesion or the degree of kidney efficiency. 

Albumin and casts in the urine do not necessarily 
indicate a lesion or lowered function of the kidney 
since both may be found in cardiac disease. Neither 
is an increase in the nitrogenous elements in the 
blood a sufficient basis for a diagnosis of nephritis, 
as this is often found in the severe acidosis of in- 
testinal toxemia and in undrained prostatic cases. 

In a case of poisoning due to bichloride of mercury 
the authors found 88 gm. of albumin in twenty-four 
hours, epithelial casts, a daily output of 2,000 c.cm., 
20 gm. of nitrogen, and 8 gm. of sodium chloride, 
while the blood showed 70 gm. of non-protein nitro- 
gen, 1o mgm. of uric acid, 5 gm. of creatinin per 
100 c.cm., and a carbon-dioxide volume of 38 per 
cent. When the patient was placed on a carbo- 
hydrate diet the values returned to normal in thir- 
teen days. 

Kidney, heart, and vascular disease are so closely 
associated that they may be considered different 
manifestations of the same condition. According 
to Ringer, they are links in a circular chain of which 
we know neither the beginning nor the end. Marko- 
witz states that hypertension bears no relation in its 
degree to the severity of a kidney lesion and is not 
a secondary result of nephritis. 

In no laboratory test is it possible to find all the 
substances in the blood which the damaged kidney 
has been unable to excrete or which might have 
originated in the diseased kidney. 

Under certain circumstances creatinin gives rise 
to guanidine. The latter, when administered to 
animals, may cause severe acidosis, yet a high 


creatinin content in the blood does not always pro- 
duce toxic results. 

The authors discuss the findings in 250 cases in 
which tests of renal function were made. Most of 
them were under observation for at least a month. 
In the cardio-arterio-renal group the degree of 
blood pressure did not seem to be an indication of 
the severity of the disease. One patient was re- 
jected for the army because of chronic Bright's 
disease with hypertension, constant albuminuria, 
and a blood pressure of 220-140. After chole- 
cystectomy for infection of the gall-bladder the 
albuminuria disappeared, and four years later he 
= still perfectly well and able to do hard manual 
abor. 

The authors conclude that no test for kidney 
function is to be relied upon alone, and that the most 
valuable indications are variations in the blood 
chemistry and the specific gravity of the urine in 
relation to diet. High uric acid and sugar values are 
suggestive of cholecystitis; when the gall-bladder 
was operated upon in such cases in the authors’ 
series these values decreased. 

BENJAMIN F. Rotter, M.)D. 


Davis, V. C., and McGilJ, E. C.: The Relation of the 
Bowel to Bacillus Coli Kidney Infections. J. 
Urol., 1923, X, 233- 

This article is based on a study of the route taken 
by the colon bacillus in its passage from the bowel to 
the kidney in cases of pyelitis. The experimental 
work reviewed and reported shows that intestinal 
organisms pass through the normal as well as the 
pathological bowel wall to the mesenteric glands. 
The injection of large numbers of actively growing 
colon bacilli into the gastro-intestinal tract of the 
normal dog caused only a very moderate reaction 
in the urinary tract. In dogs with distemper the 
reaction was more pronounced. In the authors’ 
opinion the organisms reached the kidney by way 
of the blood stream. 

In mild constipation or diarrhoea in dogs there 
was no increase in the absorption of the organisms 
in the mesenteric glands and no urinary infection. 
Complete obstruction of the bowel or intestinal 
injury, on the other hand, caused a marked increase 
in mesenteric gland absorption and urinary infection 
in one case. 

There was no evidence that organisms absorbed 
in the mesenteric glands reached the kidney by the 
lymphatics. In the authors’ opinion, such infection 
would be possible only when the diseased bowel or 
appendix is directly in contact with the peritoneum 
overlying the kidney. Henry L. Sanrorp, M.D. 


Vogeler, K.: Renal Aneurism (Das Nierenaneurysma). 
Deutsche Ztschr. f. Chir., 1922, clxxvi, 297. 


A woman, aged 62, who for two years had suf- 
fered from headaches of moderate severity «sso- 
ciated with vertigo, lost her balance while standing 
on a ladder. To prevent herself from falling she 
leaned far over to the left, bending backward as 
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well as sidewise. At this moment she experienced a 
severe pain in the left side of the abdomen and back, 
which made it difficult for her to descend the ladder 
without falling. She was forced to lie down at once, 
sufiered from vertigo, and ten minutes after the 
accident became unconscious for half an hour. 

When the author first saw her an hour and a half 
after the accident, her face and mucous membranes 
were pale, her pulse was 132, hard and tense, and 
her blood pressure, 195 mm. On the left side of the 
abdomen, near the median line and just beneath 
the costal arch, an area was found which was painful 
on deep pressure. There was no tumor and no 
resistance. The pain on pressure extended to the 
back on the left side and was most severe at a point 
in the posterior axillary line. The urine was deep 
red and contained numerous red and white blood 
cells. 

A diagnosis of acute renal calculus was made, 
although the pain on examination was only mod- 
erate and the collapse which was a very prominent 
feature of the clinical picture was evidently due to 
some other weakening factor than the pain. The 
large amount of blood in the urine also spoke 
against renal calculus. 

With suitable treatment all symptoms disap- 
peared, and within fourteen days the roentgeno- 
graphic, cystoscopic, and other findings were nega- 
tive. 

Fifty-six days later the patient again consulted 
the author because of a sensation of tension and 
indefinite pain in the left side, and the presence of 
something moving in the abdomen. Examination 
revealed in the left side, between the rectus and 
the anterior axillary line, a hard, somewhat elastic, 
almost immobile round tumor, the size of a man’s 
fist. When the patient lay on her side, the tumor 
changed its position a little, but did not move with 
respiration. It was not continuous with the spleen. 
Catheterization and roentgenological examination 
of the kidneys showed nothing pathological. Dur- 
ing the next three weeks the tumor did not change 
in size. Since it appeared that the growth had its 
origin in the left kidney, operation was advised. 
The patient refused surgical treatment. 

Thirteen and one-half weeks after the accident, 
while walking, the woman suddenly fainted. Con- 
sciousness was soon restored but the pulse was 
140 and respiration was deep and difficult. The 
patient stated that she was not suffering severe 
pain, but there was a feeling of great tension in the 
left side with slight radiation of pain downward. 
In spite of a desire to micturate she was unable to 
pass urine. The tumor in the left upper abdomen 
had not changed in size, but while previously it 
was elastic, it now felt doughy like oedema. The 
entire left side around the tumor and toward the 
back was tender on pressure and showed slight 
celema of the skin. The distended bladder reached 
almost to the umbilicus and was found to contain 
1,200 c.cm. of pure blood. There seemed to be a 
constant trickling of blood into the bladder from 


above. Immediate operation was again recom- 
mended, but was again refused. Death occurred a 
few hours later. Autopsy was not permitted. Just 
before death, the bladder again filled and reached 
to the umbilicus. 

In this case, four months after an accident in 
which the left renal region had been squeezed and 
pulled, a severe hemorrhage from the urinary pas- 
sages ended fatally in a few hours. This hemorrhage 
was into the tissues surrounding the kidney, and 
only in part into the urinary passages. In view of 
the cardiac and. vascular findings, the tumor must 
have been an aneurism of the renal vessels from 
rupture of the sclerosed arteries or one of their 
branches. The first hemorrhage took place im- 
mediately after the injury to the damaged arterial 
wall. From the perforation in the wall, the aneu- 
rism formed and grew up to the point where it was 
ruptured by a slight strain. 

Operation on the aneurism at the time the tumor 
was discovered could have restored the patient to 
complete health. 

In its origin and course this case is similar to 
several of the twenty-nine cases of renal aneurism 
recorded in the literature to date. Such aneurisms 
may be caused by trauma or by disease. 

Of the twenty-nine cases recorded, only five were 
diagnosed with certainty during life and only 
seven were operated upon. Of the seven patients 
treated surgically, only one died, while of the 
eighteen others, on whom operation was not per- 
formed, all succumbed. As a rule the kidney also 
was removed as its nutrient artery was the site of 
the disease. 

The field of operation is best approached by the 
extraperitoneal abdominal incision recommended by 
Hofmann for the removal of large tumors of the 
renal region. CrEITE (Z). 


Williamson, C. S.: Some Observations on the 
Length of Survival and Function of Homog- 
enous Kidney Transplants. Preliminary Re- 
port. J. Urol., 1923, x, 275. 

Williamson placed autogenous and homogenous 
kidney transplants in the necks of dogs, anastomos- 
ing the renal vein with the external jugular vein 
and the renal artery with the common carotid and 
bringing the ureter out through a stab wound. The 
technique employed in the blood vessel suturing 
was essentially that of Carrel and Guthrie. 

When one kidney was transplanted to the neck 
of an animal and a few days later the other kidney 
was removed, the transplanted kidney maintained 
life for months. The phenolsulphonephthalein excre- 
tion was somewhat diminished, and the blood urea 
varied between 30 and 40 mgm. for each 100 c.cm. 
After several months the kidney became infected 
and dilated, this increasing until the animal died of 
uremia. In spite of trauma, destruction of nerve 
control, and the abnormal location of the organ, 
life was maintained for weeks with apparently nearly 
normal function. 
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Following homogenous transplantation of a kidney 
the results were at first similar to those following 
autotransplantation but the transplants functioned 
for only about four days, the time varying from 
twenty-four hours to six or seven days. This failure 
of homogenous transplants may be due to some 
biological asymmetry—possibly different reactions in 
the blood or plasma—similar to that accounting for 
the different blood groupings in man. 

When a kidney was transplanted to the neck of a 
dog having two normal kidneys, the nitrogenous 
elements of the blood at times rapidly decreased 
below the normal limit and the urea, urea nitrogen, 
and creatinin eliminated by the transplanted kidney 
were almost equal to the combined output of both 
normal kidneys. J. Scoot, M.D. 


Richer: Renal Surgery by the Sacrolumbar Ap- 
proach (Chirurgie rénale par la gaine  sacro- 
lombaire). J. d’urol. méd. et chir., 1923, xvi, 7. 


The author makes a vertical incision from the 
last rib to the ala of the ilium and splits and re- 
tracts the two superficial aponeurotic layers, the 
transversalis and serratus. Only the deep lumbar 
muscle then lies over the kidney. Beneath the lum- 
bar muscle the ilio-inguinal nerve passes obliquely 
across the field. This is retracted and the perirenal 
fat is entered. The pelvis of the kidney alone is 
sought. On the right side it is found at the level of 
the second lumbar vertebra, and on the left side a 
little higher. Through the incision described the 
renal artery, 6 to 7 cm. below the skin, may be tied. 

This approach is advocated for the removal of 
small or atrophied kidneys, nephrotomy, nephro- 
pexy. pyelotomy, plastics on the pyelo-ureteral area, 
ligation of the renal pedicle, especially in certain 
dangerous nephrectomies, ligation of the renal artery 
or nerves, high uretero-lithotomy, double explora- 
tory ureterotomy when catheterization must be 
avoided, temporary ureterotomy, and surgery of the 
suprarenal capsule. Ketioce Sprep, M.D. 


Papin, E.: Urinary Incontinence in the Female Due 
to Double Ureter With an Abnormal Open- 
ing (Incontinence d’urine chez la femme par uretére 
double 4 embouchure anormale). Arch. d. mal. d. 
reins et d. organes génitaux-urinaires, 1923, i, 415. 

A distinction is made between urinary inconti- 
nence of the day or night type and complete in- 
continence at all times. Essential incontinence is 
usually nocturnal, rarely diurnal. 

In some cases of sphincter insufficiency the up- 
right position permits the escape of urine in the 
daytime. Another form is partial incontinence, in 
which there are periods of normal micturition and 
no leakage. In the case reported the symptoms were 
of this type. In cases in which there is an abnormal 
ureteral opening just outside of the vesical sphincter, 
or at the level of the meatus, or at the vulvar level 
in the lower portion of the vagina, the escape of 
urine is to be expected. In some cases there may 
be three ureters, two of which are normal and open 


into the bladder. The third connects with the kid- 
ney opening at one of the points mentioned. In 
other cases there may be two ureters, one opening 
into the bladder and the other at an abnormal point. 
Cases of the latter class are easily diagnosed as cysto- 
scopy shows only one ureteral orifice opening into 
the bladder. 

Including the author’s case, only twenty-six in- 
stances of urinary incontinence from a supplement- 
ary ureter opening abnormally have been found in 
the literature. A table of them is given. Most of 
the subjects were very young when the condition 
was noticed. Others were nearly 50 years of age. 
In most cases the incontinence was partial. The 
urine may escape drop by drop or by rhythmic 
ejaculations. Examination must be made carefully 
with special attention to the urinary meatus, the 
vulva, and the anterior vaginal wall. An opening 
in the urethra may be found with the urethroscope. 
Instead of a simple orifice the abnormal opening 
may be several slits. On account of the difficulty of 
catheterizing the abnormal ureter its origin is ob- 
scure. A cyst or dilatation above the opening may 
have as an exit a very small orifice. A review of the 
reported cases shows that the abnormal opening 
corresponded to the right kidney in nine cases and 
the left kidney in ten; in two cases bilateral double 
ureter was found. These determinations have been 
made at autopsy and by the catheter or sound and 
recently by means of pyelography. In the author’s 
case, which lacked aJl symptoms, pyelography on 
each side was done. As a comparison of the plates 
showed that the left pelvic shadow was incomplete, 
the conclusion was drawn that the supplementary 
ureter was on that side. 

Surgeons have chosen the upper approach to im- 
plant the supplementary ureter into the bladder by 
an intra- or an extra-peritoneal method. However, 
the portion of the kidney corresponding to the sup- 
plementary ureter is usually valueless, as is any 
operation for the implantation of the ureter. Total 
nephrectomy is too radical. Ligation of the ureter 
usually fails. The ideal operation is partial nephrec- 
tomy. This has been done successfully in three 
cases. 

The case reported was that of a woman 1g years 
old, who was in good health except for intermittent 
urinary incontinence. Examination showed that the 
urine escaped from the urethra at the rate of about 
twenty drops at a time every ten to twenty seconds. 
The bladder was found to be continent and cysto- 
scopy showed that it was normal and had two nor- 
mal ureteral openings. The urethroscope failed to 
reveal the abnormal opening. Eventually a narrow 
fissure just back of the urethra was found to be the 
point of exit and its channel was explored with a fine 
bougie. 

At operation through a lumbar approach the 
kidney was exposed and a supplementary ureter as 
large as a thumb was found. The normal ureter 
had been marked by passing a sound into it. A 
partial nephrectomy was done through a furrow 
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marking the division in the kidney and the ureter 
was double ligated before it was cut off. 

Examination of the specimen showed that 15 cm. 
of the abnormal ureter had been removed. A little 
urine leaked through the incision for several weeks. 
At the end of three weeks drainage of the remaining 
portion of the dilated abnormal ureter through the 
vagina was necessary because of slight infection. 
A cure resulted. KELLoGG SPEED, M.D. 


Romiti, C.: A Report of Five Cases of Double 
Ureters Complicated by Pyelonephritis (Sopra 
cinque casi operati di duplicita ureterale con 
piclonefrite). Arch. ital. di chir., 1923, viii, 33. 

The author discusses at length the symptoms and 
findings in five cases of pyelonephritis and double 
ureters in which nephrectomy was done. In only one 
case was the duplication complete; in the others, the 
ureters fused with one another at various levels be- 
fore they entered the bladder. Romiti stresses the 
point that these anomalies are not necessarily patho- 
logic as they often remain undiscovered until a 
cystoscopic and X-ray examination is made or an 
operation is performed for some other urinary con- 
dition. James V. Ricci, M.D. 


Reynolds, L. R.: The Treatment of the Ureter 
When Nephrectomy Is Done for Tuberculosis 
of the Kidney. California Stale J. M.; 1923, xxi, 
300. 

The combined operation Reynolds recommends 
may be begun either upon the kidney or the ureter, 
depending upon the requirements of the particular 
case. If the kidney is first attacked, it is exposed 
through the usual oblique incision, thoroughly freed 
of its attachments down to the brim of the pelvis, 
and dropped with the ureter into the wound, which 
is then closed either in layers or by through-and- 
through sutures. 

In the next step the patient is placed in the dorsal 
position and through a lateral rectus incision the 
peritoneum is exposed and deflected toward the 
midline until the ureter comes into view. The ureter 
is then stripped down to the bladder, where it is 
ligated and divided, and its ends are cauterized with 
phenol. It is then easy to free it up toward the kid- 
ney until it can be delivered with the kidney through 
the lower wound. The wound is closed without 
drainage or, at the most, with a soft rubber drain. 

Sometimes it will be desirable to reverse the pro- 
cedure by first doing the ureteral dissection in front, 
closing the wound, and then proceeding with the 
kidney operation, eventually bringing the kidney 
and ureter out through the loin wound. This is 
preferable when the kidney contains pus and is apt 
to be ruptured by any unusual manipulations, or 
when the mass is so large that it cannot be easily 
delivered through the anterior wound. At the con- 
clusion of such a combined uretero-nephrectomy, 
there are, of course, two wounds, but between them 
is a broad plane of abdominal wall which acts as a 
splendid support. The author’s conclusions are: 


1. The combined operation adds but little, if 
any, to the surgical risk of nephrectomy or ureter- 
ectomy. 

2. The chances of the formation of a slowly heal- 
ing sinus or a fistula are lessened. 

3. Ifthe foregoing observations prove well founded 
by the experience of others, it is probable that the 
combined operation should be done more frequently, 
especially in cases of renal tuberculosis. 

Louis Gross, M.D. 


Hyman, A.: Empyema of the Ureteral Stumps 
Following Incomplete Ureterectomy. Ann. 
Surg., 1923, lxxviii, 387. 

There are few reports on the fate of the diseased 
ureter after nephrectomy. The lower inch or two 
of the vesical end of the ureter, being the most diffi- 
cult part to resect, is frequently left behind. As the 
stump remaining may cause considerable trouble and 
a persistent pyuria, it is important, in performing a 
primary ureterectomy for pyo-ureter, to excise the 
ureter down to its entrance into the bladder. 

Tuomas F. Finecan, M.D. 


BLADDER, URETHRA, AND PENIS 


Joly, J. S.: The Operative Treatment of Vesical 
Diverticula. Lancet, 1923, ccv, 445. 


In the operative treatment of vesical diverticula 
preliminary cystotomy is dangerous because the 
diverticular orifice becomes closed when the bladder 
contracts around the cystotomy tube and the diver- 
ticulum then suppurates because no amount of vesical 
irrigation will reach it. Therefore a preliminary 
cystotomy should be done only when the kidneys 
are so severely damaged that the patient cannot 
stand a primary excision. When in such a case the 
diverticulum is grossly infected the bladder should 
be opened and two small tubes should be placed in 
the diverticulum and a large tube in the bladder. 
The diverticulum may then be successfully irrigated. 

Diverticula may be excised from within or from 
without the bladder, or by splitting the bladder 
wall. An excision from without the bladder is suited 
for diverticula situated high. 

The intravesical operation is done by encircling 
the diverticular orifice by an incision through the 
entire bladder wall and removing the diverticulum 
by blunt dissection. This is suitable only for small 
diverticula. 

In some cases the sac may be invaginated partly 
from within and partly from without. Young has 
invaginated diverticula by suction. When the sac is 
large and thin, the method of combined invagination 
and inversion is particularly effective, but when the 
sac is low down on the posterior wall of the bladder 
where the walls are thick and inelastic and when there 
is marked pericystitis this method is less successful. 

Vesical diverticula have been frequently diagnosed 
as" prostatic hypertrophy. When these conditions 
occur together they should be removed at one 
operation if this is possible without too great risk. 
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In case of stone and diverticulum both should be 
removed by open operation. When the stone is in 
the diverticulum the indication is even stronger. 

The orifices of lateral diverticula are always found 
in a limited oval area above and to the outside of the 
ureteral orifice. Whenever the partition is split 
down between the bladder and the sac the incision 
should be curved forward sufficiently to miss the 
ureter. 

The most common indications for operation for 
vesical diverticula are obstruction and infection. 

As a rule the diagnosis is made by means of the 
cystoscope. If this is impossible, a cystogram made 
with 5 to 15 per cent sodium iodide will be satis- 
factory. The weakest solution that will give a 
sufficient shadow should be used. 

BENJAMIN F. Rotirr, M.D. 


Ascoli, M.: The Clinical Picture of Luetic Lesions 
of the Bladder (Contributo alla clinica della sifilide 
vescicale). Ann. ital. di chir., 1923, ii, 977. 


In 1913, Picher collected thirty-eight cases of 
luetic lesions of the urinary bladder. To this number 
Ascoli adds seven more, two from his own practice 
and five seen by others. He regards the condition as 
rare, and therefore does not agree with those who 
claim that improvement in the technique of cysto- 
scopic examination and greater frequency of such 
examinations will lead to an increase in the number 
of cases reported. The signs include hematuria, 
pollakiuria, and tenesmus. Cystoscopic inspection 
reveals a circumscribed ulceration of the mucosa 
with a peculiar bluish-red discoloration of its 
margins. Involvement of the bladder in a descend- 
ing renal tuberculosis is ruled out by the absence of 
renal infection. James V. Ricci, M.D. 


Stenius, F.: Pathological and Clinical Studies of 
Papillomata and Carcinomata of the Urinary 
Bladder (Studien ueber Pathologie und Klinik der 
Papillome und Carcinome der Harnblase). Sonderdr. 
a. Arb. a. d. path. Inst. d. Univ. Helsing fors, 1922, 
iii, 164. 

This article reports a detailed study of 102 cases. 
The author puts benign and malignant tumors to- 
gether. Influenced by the frequency with which 
benign villous tumors recur as carcinomata and by a 
consideration of the transition forms and the histol- 
ogy, he makes the following division: (1) papilloma 
benignum, (2) papilloma malignum, (3) carcinoma 
papillosum, and (4) carcinoma solidum. 

Of sixteen cases of papilloma benignum the 
growths were multiple in only three. Only two of the 
tumors had a wide base. In the majority of the cases 
the neoplasms were single and distinctly pedun- 
culated. All were situated in the paratrigonal region. 
Histologic examination revealed, besides the usual 
picture of papilloma, a slight increase in the size of 
the nuclei and the nuclear bodies in comparison with 
the vesical epithelium. In addition, there was a 
round-cell infiltration at the base, in which small 
lymphoid cells preponderated. When the bladder is 


not infected, this is absent. These comparatively 
slight differences are not to be looked upon as signs 
of malignancy. 

Papilloma malignum is often multiple and broad- 
based. It is sharply demarcated from the stroma and 
presents no infiltrative epithelial proliferation; hence 
it is not to be classed as carcinoma. At the base is 
round-cell infiltration of characteristic composition 
and differing from that of papilloma benignum, a 
preponderance of plasma cells being especially no- 
ticeable. The author considers these as transition 
forms in infiltrating cancers (Orth’s precanccrous 
tumors). 

In carcinoma papillosum the anaplasia of the 
epithelium which characterizes papilloma malignum 
appears again and in the same degree, but destruc- 
tive invasion of the deeper tissues is also present, 
at least insofar as round-cell infiltration in the early 
cases is concerned. In the late cases, the parts that 
have grown in show a considerable change in the 
infiltration. A marked decrease in density and a 
preponderance of small lymphoid cells can be 
noted. Neutrophile leucocytes make their ap- 
pearance. 

Carcinoma solidum is usually solitary and found 
distributed over large areas of the lower half of the 
bladder. As a rule it extends by infiltration. The 
histologic structure is usually that of medullary 
carcinoma. Perivesical metastases are to be expected 
after the tumor has penetrated the inner third of 
the musculature of the bladder. Metastases in the 
regional lymph glands come later. The round-cell 
infiltrations appear with great irregularity in various 
parts of the tumor and are to be regarded as an in- 
flammatory reaction. Small lymphoid cells pre- 
dominate. 

It was found that benign papillomata may recut 
in the form of benign or malignant papillomata or 
papillary carcinomata, and that the histologic char- 
acter of all multiple recurrent tumors is necessarily 
similar. 

Metastasis by implantation is admitted (twelve 
times in fifty cases), but there is always the possibil- 
ity that the attack is primary. Spontaneous im- 
plantation is also possible since papilloma of the 
ureter is found associated with papilloma of the 
renal pelvis, but the author believes that there is 
both a general and a local predisposition of the 
mucous membrane of the urinary passages to papil- 
loma formation. 

All cases were operated upon through a high in- 
cision. In the absence of infection the bladder was 
closed, but otherwise drainage was established and 
an indwelling catheter inserted. When the operation 
is completed, the bladder should be washed out with 
boric acid or sponged out with a ro per cent solution 
of nitrate of silver. In forty-eight cases excision was 
sufficient; in thirteen, resection was done. Emphasis 
is placed upon the necessity for a functional test ol 
the kidneys before operation. 

There were six deaths following excision, and jour 
following resection. A lasting cure was obtained 
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in 13 per cent of the cases of papilloma malignum 
and in 22 per cent of those of non-infiltrating 
papillomata. By a “lasting cure” is meant freedom 
from recurrence for from three to thirteen years. 
However, attention is called to the fact that in 
cases of benign papilloma freedom from recurrence 
for many years is not unusual. Of eight patients 
with papillary cancers, only one remained free from 
recurrence at the end of eight years. Of ten with car- 
cinoma solidum, only six survived the operation, and 
in five a recurrence developed after from one and a 
half to three and a half months. The results of 
operation were therefore very poor. Total removal 
of the bladder was not done. 

In inoperable cases, palliative operations should 
be restricted as far as possible. Although electro- 
coagulation has now been in use for more than ten 
years and there are numerous enthusiastic reports 
recommending the intravesical operation, com- 
paratively little evidence of definite and lasting suc- 
cess has been offered. The author believes, how- 
ever, that in carefully chosen cases the results may 
be better than those of open operation. 

RoEDELIus (Z). 


Young, H. H., and Scott, W. W.: The Results Ob- 
tained by Various Methods in the Treatment of 
Tumors of the Bladder. N. York M. J. & Med. 
Rec., 1923, Cxviii, 262. 

A review of the 380 cases made by the authors 
shows that about 80 per cent of bladder tumors occur 
between the fortieth and sixty-ninth years of age, 
the incidence in these three decades being about 
equal. A benign papilloma in a boy of 15 years 
and a carcinoma in a man of 26 years were en- 
countered, but usually the malignant tumors occur 
somewhat later than the benign. 

Both papillomata and carcinomata are most fre- 
quent in the region of the trigone and ureteral 
orifices, the adjacent lateral walls of the bladder, 
and the vesical neck. The anterior wall is less fre- 
quently involved and the vertex and upper posterior 
wall least frequently attacked. 

Resection is most easily done in the vertex and 
the anterior, upper lateral, and posterior walls, and 
excellent results may be expected from radical re- 
moval of a wide margin of bladder wall. Good re- 
sults may be obtained also from resection at the 
base of the bladder and in the region of the ureters. 
When the vesical neck and prostate are involved 
deep cauterization is far more effective than excision. 

In cases of benign papilloma, fulguration is usual- 
ly the method of choice, but when the tumor is 
large, radium is of great assistance in causing its 
rapid disappearance. Because of the potential 
malignancy of all vesical papillomata, radium should 
gencrally be applied, if possible. In cases of malig- 
nant papillomata radium applied with an operative 
cystoscope and held firmly in position with a clamp 
fastened to the table is of first value and gives the 
hest results. Here again the combined use of ful- 
guration and radium is advisable. The same treat- 


ment is sometimes completely effective in papillary 
carcinomata; four small and two large tumors of 
this type and one small infiltrating cancer were 
apparently cured by it. 

When the tumor is definitely malignant or very 
extensive, and particularly when it is infiltrating, 
it should be attacked suprapubically. Care must 
be taken not to touch it or break off any papillary 
processes, and alcohol or resorcin should be applied 
to destroy any cells that may have dropped into 
the bladder or wound. 

If thorough resection with a wide area of healthy 
bladder wall is possible it should be done. 

The position of radium implantation is still un- 
decided. In a few cases it has given remarkable 
results but it was always associated with deep and 
wide cauterization. Asa whole, however, the gloomy 
outlook which was held as to the curability of 
bladder tumors has passed. Fulguration, radium, 
electrocauterization and careful radical] resection have 
transformed the situation so that today about 95 
per cent of the benign and 75 per cent of the malig- 
nant papillomata, about 50 per cent of the papillary 
carcinomata, and about 25 per cent of the infiltrat- 
ing carcinomata are probably curable by one or 
more of these methods. Oscar E. Napeau, M.D. 


Judd, A. M.: Urinary Symptoms in Women Due 
to Urethral Pathology Only. Am. J. Obst. & 
Gynec., 1923, vi, 318. 

The author calls attention to the importance of 
recognizing pathological conditions of the female 
urethra, especially chronic infiltrations and infec- 
tions of the urethral glands. He has seen many 
cases in which the infection was at first supposed to 
be higher up in the urinary tract and the urethra 
was recognized as the source of the trouble only after 
the absence of higher infection has been demon- 
strated by cystoscopy and ureteral catheterization. 

Gonorrhcea of the female urethra should be treated 
with as much care and by the same methods as 
gonorrhoea of the male urethra. In Judd’s cases, 
irrigations of acriflavine 1:6,000 to 1:4,000 are given 
with a special irrigating tip and with the reservoir 
at a height sufficient to overcome the cut-off muscle. 
Later, applications are made to the inflamed areas 
of the urethra through the endoscope. 

Henry L. Sanrorp, M.D. 


GENITAL ORGANS 


Randall, A.: The Morbidity That Follows Prostat- 
ectomy. Allanlic M. J., 1923, xxvi, 827. 


Randall states that although the mortality rate 
from prostatectomy has been reduced to about 10 
per cent, in another 1o per cent of cases there is 
only a partial return of function following the opera- 
tion and these cases also must be classed as surgical 
failures, 

In one of the two types of prostatic hypertrophy 
the growth gradually dilates the internal sphincter. 
The surgical indication here is to remove the growth 
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by suprapubic prostatectomy. In this procedure the 
dilated sphincter will not be in the way and will not 
be injured. Following such an operation it may be 
expected that the internal sphincter will regain its 
tonicity and function. 

In the other type of hypertrophy the prostate 
cannot be enucleated without first dilating the 
internal sphincter and it is very doubtful whether 
this could be done satisfactorily at the moment of 
operating. Moreover, such a sphincter would 
inevitably be lacerated in the enucleation and it is 
very questionable whether it would ever regain its 
functional capacity. Therefore in cases of this type 
removal should be effected by the perineal operation, 
in which the sphincter will not be dilated or injured. 

In the presence of median-lobe enlargement, supra- 
pubic prostatectomy is the procedure of choice. 

In contracture of the vesical neck or median-bar 
formation, the proper surgical treatment is the re- 
moval of the obstruction due to the sclerosed poste- 
rior vesical lip. Such tissue may be removed by 
fulguration, by the urethroscopic punch operation, 
or by suprapubic cystotomy and the excision of 
a wedge of tissue from the posterior lip of the vesical 
orifice. Epwarp F. Hess, M.D. 


Legueu: Discussion on Cancer of the Prostate and 
Radium (Suite de‘la discussion sur cancer de la 
prostate et radium). J. d’urol., méd. et chir., 1923, 
xv, 387. 

. In forty-eight cases of prostatic cancer represent- 
ing four periods in his practice, the author has used 
the following four methods: (1) radium therapy 
without operation; (2) radium therapy by the 
perineal route; (3) radium therapy by the gastric 
route; and (4) deep radiotherapy. 

In the five cases treated by the first method, 
neither immediate nor remote results were obtained. 

In the eighteen cases treated by the second meth- 
od, there were some good results at first, but in cases 
followed for a long time there have been no favor- 
able results. One patient treated with two tubes 
each containing 6 cgm. of radium died a year later. 

Autopsy revealed pvonephrosis of the right kidney 

and dilatation of the calyces of the left. The blad- 

der was dilated and full of pus. The right lobe of the 
prostate was lobulated, and the left was enlarged. 

Histologic examination showed an area of broken- 

down muscular and fibrous tissue and another of 

active cancerous growth. The first was probably 
cancerous tissue destroyed by the radium. 

Twenty-two patients received treatment by the 
hypogastric route. In some cases part of the cancer, 
and in others the prostate and seminal vesicles 
were removed. A number of radium needles were 
then placed in the cavity created. In still other 
cases no tissue was removed but radium needles 
were left in place for seventy-two hours. The most 
favorable results were obtained in those in which the 
prostate and seminal vesicles were removed. 

Deep radiotherapy was employed in three cases. 

There were no good results from this method. 
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The author believes that possibly more prolonged 
treatment with smaller doses of radium might prove 
more efiective. Kettoce SPEED, M.D. 


Coley, W. B.: The End-Results in Malignant 
Disease of the Testis. Ann. Surg., 1923, lxxviii, 
370. 


A permanent cure follows the surgical removal of 
the testicle in only from 5 to ro per cent of cases. The 
radical operation in which the retroperitoneal glands 
are removed is not justified by the results. The 
author advises long systemic treatment with mixed 
toxins of erysipelas and bacillus prodigiosus com- 
bined with radiation of the abdomen and supra- 
clavicular glands with radium or the X-rays. This 
method, he believes, offers much more hope than 
any form of operative treatment alone. 

Tuomas F., Finecan, M.D. 


MISCELLANEOUS 


Cunningham, J. H., Graves, R. C., and Davis, T. 
L.: An Antiseptic Pyelographic Medium. J. 
Urol., 1923, X, 255. 

For some time the authors have been using for 
pyelography a mixture of mercuric iodide in 12 
per cent sodium iodide solution. One gram of mer- 
curic iodide is dissolved in 3,000 c.cm of a 12 per 
cent solution of chemically pure sodium iodide and 
distilled water. Boiling of the final solution is un- 
necessary. Oscar E. NapEAu, M.D. 


Morton, H. H.: Temporary Suppression of Urine 
Following Double Pyelography. J. Urol., 1923, 


x, 261. 


A case is reported in which suppression of urine 
lasting two and a half days resulted from double 
pyelography. Twenty-five per cent sodium bromide 
was used by the gravity method. 

Oscar E. Napeau, M.D. 


Janke, H.: The Intravenous Injection of Indigo- 
carmine in Chromocystoscopy (Ueber die intra- 
venoese Indigocarmininjektion bei der Chromocys- 
toskopie). Zéschr. f. urol. Chir., 1923, xii, 323. 


After inspection of the bladder with the cysto- 
scope, from 2.5 to 5 c.cm. of a 0.4 per cent solution 
made fresh from tablets were injected into the arm 
veins. In order to recognize functional differences 
well it is advisable to use as little of the solution as 
possible. In the cases studied, the blue color was 
first noticed after two and one-half minutes at the 
earliest, usually after three, and at the latest, after 
five minutes. The urine then quickly became a 
dark blue. 

A great advantage of the intravenous method is the 
material shortening of the cystoscopic examination. 
About 25 per cent of the injected coloring matter 
was secreted unchanged by the kidneys; this cor- 
responds closely to Woelker’s observations with 
regard to intramuscular injections. When the kid- 
neys are normal, three-fourths of the indigocarmine 
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excreted appears in fifteen minutes. Up to fifteen 
minutes, the secretion increases rapidly. In the 
next ten minutes it decreases as quickly, and then 
gradually disappears. 

With this method a rough estimate of the renal 
function is obtained. Long-delayed indigocarmine 
secretion points to definite renal affections. 

HaGEMANN (Z). 


0’Conor, V. J.: Further Observations on the Blood 
Pressure in Cases of Urinary Obstruction. J. 
Urol., 1923, X, 135. 

The points brought out in this article are summa- 
rized as follows: 

1. Complete drainage of the bladder in cases of 
urinary retention is attended by a marked fall in the 
systolic blood pressure during the first forty-eight 
hours. During this period the renal function is 
diminished as shown by the phenolsulphonephthal- 
ein test and the quantitive determination of the 
urea in the blood. If the retained urine is gradually 
evacuated, the decrease in the pulse pressure is less 
marked and the renal function is only slightly 
diminished. 

2. Before the institution of permanent drainage 
all patients in a pre-uremic or dehydrated condition 
should be amply supplied with fluid. This can be 


quickly and safely accomplished by the intravenous ° 


injection of glucose solution. 

3. If satisfactory drainage of the bladder is con- 
tinued, the blood pressure is gradually maintained 
at a definite, non-fluctuating level. During this 
period the adequacy of the renal function and the 


general condition indicate that the patient is in the 
best possible state for operation. 

4. Patients prepared for operation by waiting 
until the fixed blood-pressure level has been estab- 
lished show a very slight postoperative decrease in 
the blood pressure, especially when glucose solution 
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is given intravenously both before and after oper- 
ation. 

5. In the majority of patients who suffered from 
long-standing urinary retention and originally pre- 
sented themselves with hypertension, the reduction 
in the blood pressure resulting from treatment has 
so far been permanent. The pressure is high only in 
those with cardiac disease. 

6. Obstruction in the course of the urinary tract 
must be considered, in many instances, as a cause 
per se of high blood pressure. This may be true even 
when the amount of residual urine is small. 

J. THomas, M.D. 


Rogers, A. R.: Some Conclusions Drawn From the 

Observation of 4,000 Cases of Gonorrhea 

_ Treated in a Public Clinic. California State J. M., 
1923, XXi, 425. 

Rogers maintains that a person with acute 
gonorrhoea should live and work where drinking 
water is easily obtainable at all times, day and night. 
He should never pass a drinking place without tak- 
ing a glass of water and should never take a glass of 
water without taking three. If he rises to urinate 
in the night he should drink copiously each time. 
The purpose of this forcing of fluid is to wash out 
the inflamed canal. 

Protargol as a hand injection and permanganate of 
potassium as an irrigation accomplish more in the 
way of local medication than any or all other drugs 
the author has tried. 

Many, if not most, cases of so-called chronic 
prostatitis and seminal vesiculitis which are of 
gonorrhoeal origin are not gonorrhoca and should not 
be treated as such. 

The use of sounds to clear up a chronic discharge 
as recommended by many authorities is of no value 
unless there is a urethral stricture in front of an 
infective area. Louis Gross, M.D. 
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SURGERY OF THE BONES, JOINTS, MUSCLES, TENDONS 


CONDITIONS OF THE BONES, JOINTS, 
MUSCLES, TENDONS, ETC. 


Caan, P.: Tuberculosis of the Shafts of the Long 
Bones (Die Schafttuberculose der Roehrenknochen). 
Beitr. z. klin. Chir., 1923, cxxiii, 691. 

This extremely detailed treatise reviews the eti- 
ology, pathology, symptoms, diagnosis, prognosis, 
and statistics of tuberculosis of the shafts of the 
long bones as presented in the literature to date. 

Caan agrees with Payr that tuberculosis of the 
shafts of the long bones is always a secondary 
metastatic affection. He distinguishes between the 
primary or circumscribed and the secondary or dis- 
seminated tuberculosis of the shaft. In the former, 
he includes processes which, from a metaphyseal 
origin, invade the diaphysis and spread within it. 
Reports of cases of symmetrical disease in the dia- 
physis found in the literature lead him to the con- 
clusion that circumscribed disease of the diaphyses 
of the long bones is due to congenital circulatory 
anomalies. 

In the differential diagnosis, pyogenic hemato- 
genous osteomyelitis, syphilis of the bones, and 
von Recklinghausen’s osteitis fibrosa cystica must 
be considered. The roentgen picture in the last- 
named condition is very similar to that of shaft 
tuberculosis. 

In discussing the treatment Caan refers to the 
results attained by Kisch with hyperemia and 
sodium iodide. In some cases surgery is necessary, 
especially for the removal of large sequestra and 
fistula of a number of years’ standing in which there 
is danger of malignant degeneration and the forma- 
tion of primary carcinoma. In suitable cases, con- 
tinuity resection followed by osteoplasty may be 
considered. Such cases are those in which the focus 
is situated at a distance from the joint, the bone is 
diseased in its entire circumference, and the perios- 
teum and surrounding soft tissue are still intact so 
that it appears safe to count on primary healing. 

Caan reports the case of a boy, 3! years old, 
who was clinically cured of spina ventosa of the 
right radius. A roentgenogram of the forearm 
showed a vesicular, flask-shaped swelling of the 
diaphysis of the radius which was most marked in 
the distal portion and extended downward as far as 
the epiphyseal line. Continuity resection of the 
radius was performed with osteoplastic repair by 
means of an ivory peg. After the operation, the 
process showed gradual absorption, penetration, and 
organization by which the ivory peg was replaced 
by living bone tissue. As the lower epiphysis of 
the radius sustained operative injury, a consider- 
able shortening of the bone was demonstrable a 
few months later. 


In secondary tuberculosis of the shaft the form 
which runs an acute course must be distinguished 
from that which develops insidiously. To the first 
type belong the infiltrating, progressive tuberculosis 
and caries carnosa (Koenig). The former originates 
in the often greatly altered joint. A characteristic 
feature is entire absence of an internal protective 
membrane (abscess membrane, reactive internal 
sclerosis); the bone is softened and permeated by 
tubercles. As the course is rapid and always unfa- 
vorable, the treatment should be radical. 

A specimen from an amputated femur showed 
the presence of a number of bone cysts firmly 
attached to the thickened cortex of the lower half 
of the femur. These were due to absorption and 
each of them was separate from the others. They 
varied in size from that of a cherry to that ofa 
plum. Whether they were the result of a purely 
tuberculous process or of a mixed infection could not 
be determined even with the use of the microscope. 

The virulent caries carnosa, which is extremely 


* rare, causes a characteristic fleshy change in the 


marrow substance. It is originally a tuberculosis 
of the synovial lining, but this soon decreases in 
importance before the extremely severe changes in 
the bone. The prognosis is very unfavorable. 

In conclusion the author describes the benign, 
more chronic form of secondary tuberculosis of the 
shaft and reports a case of this type. The case was 
that of a 13-year-old boy who sought treatment for 
a spontaneous fracture in the middle of the shaft 
of the tibia. The tuberculous process began at the 
tarsal epiphysis, broke through toward the joint 
at one point, and attacked the shaft of the tibia 
after perforating the line of cartilage. Healing of 
the fracture required five months. 

HACKENBROCK (Z). 


Rainey, W. R.: Prevention of Deformities in Acute 
Surgical Lesions in Children. J. Missouri State 
M. Ass., 1923, XX, 271. 

In children suffering from multiple arthritis the 
extremity should be maintained in the position that 
will be most useful following complete recovery or in 
which it will function best if ankylosis occurs. 

The ankle joint should be at right angles to the 
leg; the knee, in the extended position; the thigh, 
in abduction with slight internal rotation; the elbow 
joint, at more than a right angle with the forearm 
supinated; the wrist, in dorsiflexion; the fingers, 
straight; and the arm, well abducted from the body. 
In hip disease the child should be fixed on the Brad- 
ford frame and abduction and internal rotation 
maintained with Buck’s extension. ; 

In acute arthritis of the maxillary joint there Is 
a constant tendency for the lower jaw to swing to 
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the side of the arthritis and remain fixed in that 
position. Murphy keeps the wooden bite between 
the teeth throughout the acute stage so that after 
ankylosis there will be sufficient separation for eat- 
ing and for cleansing of the mouth. 

Burns may be followed by the same deformities 
as arthritis; therefore the same precautions should 
be taken and the same splints employed for their 
prevention. 

In the opinion of the writer, Volkmann’s ischemic 
contracture follows the too tight application of a 
coaptation splint, a plaster cast, or Buck’s exten- 
sion. No operation yet devised treats this condition 
successfully. S. Reicu, M.D. 


Berard and Dunet: Tuberculous Hygroma of the 
Subdeltoid Bursa (Hygroma tuberculeux de la 
bourse sous-deltoidienne). Rev. de chir., Par., 1923, 
xlii, 194. 

Tuberculous hygroma of the subdeltoid bursa is 
very rare. The authors review the few cases reported 
in the literature since 1903. Mornac collected four- 
teen cases in his thesis published in 1899, but to date, 
fewer than thirty are on record. 

The author’s case was that of a woman, 39 years 
old, who had had a swelling of the left shoulder and 
pain on movement of the left arm for a year. The 
swelling was on the anterior surface of the shoulder 
and about the size of a large orange. The skin was 
movable over it and several dilated veins were seen. 
On the posterior side the limits of the swelling were 
not clearly outlined. The shoulder movements were 
normal. The X-ray showed no bone changes. 

At operation the bursa was punctured and about 
a pint of clear sticky liquid was evacuated. The 
deltoid fibers were carefully separated and the cyst 
wall removed. A cure resulted. The wall of the 
bursa was 4 mm. thick and its lining was swollen and 
thickened by fibrinous masses. Histologic examina- 
tion showed the tumor to be a tuberculous hygroma. 

Frequently tuberculous bursz contain rice bodies. 
Some of them show rose-colored fungosities bathed 
in a clear gelatinous fluid. Fistula formation is rare. 
During the development of the hygroma, which is 
slow, the deltoid becomes atrophied. The best treat- 
ment is surgical removal of the sac wall. 

KELLoGG SPEED, M.D. 


Jessner, M.: Luetic Spondylitis (Spondylitis luetica). 
Klin. Wehnschr., 1923, ii, 638. 

Syphilis of the spine, especially in its milder form, 
is more common than has been generally believed, 
and must be kept in mind on account of the great 
variety of its sequela. The author reports three 
cases observed during one year. Since Ziesche col- 
lected eighty-eight cases from the German literature 
in 1911, few cases have been published in Germany 
but a great number have been reported in America 
and France. 

Very often other bones are diseased in addition to 
the vertebra. Frequently the differential diagnosis 
between tuberculous and luetic spondylitis cannot 


be made without a Wassermann test and an X-ray 
examination. The success of specific treatment is 
striking. Tromp (Z). 


Hohlbaum, J.: The Bursa Suprapatellaris and Its 
Relation to the Knee Joint (Die Bursa supra- 
patellaris und ihre Beziehungen zum Kniegelenke). 
Beitr. s. klin. Chir., 1923, cxxviii, 48t. 


The author studied 252 knee joints from subjects 
of different ages to determine the reasons for the 
difference in the location and extent of the per- 
forated openings from the suprapatellar burs. 
Taking into consideration the mechanical influences 
as well as the mechanical cause for the genesis of the 
suprapatellar burs, he concludes that the perforation 
into the knee joint usually occurs at the end of the 
fifth fetal month. In the development of this bursa, 
as of congenital bursw in general, mechanical in- 
fluences are paramount. The cause of the difference 
in shape and extent of the perforation from the supra- 
patellar burse into the knee joint is to be found in 
differences in the mechanics of the joint and the 
location of the quadriceps tendon with respect to the 
condyles. Primary disposition and intra-uterine in- 
fluences are other factors. CREITE (Z). 
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Sorrel, E.: A Report on 166 Operations for Rachitic 
Deformities (A propos de 166 interventions pour 
déformations rachitiques). Bull. et mém. Soc. de chir. 
de Par., 1923, xlix, 439. 

The operations reviewed included seventy-seven 
MacEwen supracondylar transverse osteotomies, 
eight cuneiform osteotomies, and one Ogston trans- 
condylar vertical osteotomy for genu valgum. For 
the correction of rachitic deformities of the tibia 
in children, forty-four cuneiform osteotomies and 
eight moulding osteotomies were done. Four cases of 
genu varum and two cases of deformities of the upper 
limbs were observed. There was no delayed union 
or suppuration. Seventy-six of the 166 operations 
were done with the circular saw. 

Ombrédanne believes that callus forms more 
rapidly after cutting with the chisel than after cut- 
ting with the saw, that in rachitic children simple 
osteotomy is better than cuneiform osteotomy be- 
cause the bony gap is readily filled, that crossing the 
epiphyseal line in children is probably injurious to 
later growth, and that the function of the articular 
cartilage independent of the epiphysis should be 
studied. 

Cadenat considers cuneiform osteotomy prefer- 
able to linear osteotomy when the angle of deviation 
is great and especially in the cases of adults because 
after maturity the bones are less malleable and 
osteogenesis is less active. 

The author operates only upon rachitic de- 
formities which interfere with normal function or 
are seriously disfiguring. He delays operation until 
the X-ray shows that the rachitis has been checked. 
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In the use of the electric saw, the bone is denuded 
by incising the periosteum and sliding a Farabeuf 
retractor between the periosteum and the bone. 
The retractor protects the soft parts from the saw. 
Accurate calculation of the size of the bony wedge 
to be used to correct the deformity is important. 
More perfect reduction is apt to result if small 
wedges are raised until the proper quantity has 
been removed. 

Cadenat maintains the plane surfaces in intimate 
contact by fixing them with reindeer or kangaroo 
tendon or chromic catgut. If a roentgenogram is 
made with the limb in the apparently correct position 
and another roentgenogram made go degrees to this, 
the maximum angle of deviation is shown. The 
bone may be cut and the final inclination of the leg 
made in one direction as indicated by the maximum 
angle of deviation. 

Although Ogston’s operation (vertical trans- 
condylar osteotomy) is intra-articular and requires 
rigorous asepsis, and although the part played by 
the articular cartilage is unsettled, the author em- 
ploys it in the rare cases in which it is indicated, 
even those of patients under 15 years of age, be- 
cause of its excellent results. 

The moulding operation after transverse osteo- 
tomy combined with the formation of a cup-shaped 
or transverse groove in one bone-end into which 
the other bone is embedded, prevents sliding and 
over-riding of the fragments. 

Wa ter C. Burket, M.D. 


Bezancgon, Weil, and Weismann-Netter: Gonor- 
rheal Arthritis and Arthrotomy (Arthrite 
blennorragique et arthrotomie). Bull. et mém. Soc. 
méd. d. hép. de Par., 1923, 3 S. XXXix, 502. 


A case of acute gonorrhceal arthritis involving the 
left knee is reported. Cultures from the urethra and 
from fluid in the joint cavity showed typical gono- 
cocci. The patient was treated with various medi- 
cinal substances, including vaccines and sera, with- 
out relief. Arthrotomy followed by lavage of the joint 
cavity with ether, closure of the wound without 
drainage, immobilization, and later gradual physio- 
therapeutic measures resulted in a rapid and com- 
plete cure. Loyat E. Davis, M.D. 


Willems, C.: The Treatment of Purulent Arthritis 
by Arthrotomy and Mobilization: The Causes 
of Failures (Traitement des arthrities purulentes 
par Varthrotomie et la mobilisation: les causes des 
échecs). Bull. et mém. Soc. de chir. de Par., 1923, 
xlix, 144. 

In the treatment of purulent arthritis of the knees, 
long bilateral arthrotomy incisions extending from 
the tip of the space under the quadriceps to the lower 
level of the joint are essential. While in simple cases 
the knee might be drained through a small arthrot- 
omy incision by active movements, the angles of the 
wound tend to cicatrize after a few days and drainage 
then becomes insufficient. However, in the rare 


cases of aseptic arthritis with a purulent discharge 
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containing polynuclear cells but no bacteria and 
without a general reaction, healing usually occurs 
following repeated puncture. 

Active mobilization should be begun immediately, 
continued, and pushed to the maximum excursion of 
movement. In order to prevent muscular atrophy, 
which makes movement impossible or insufficient. the 
patient must not be allowed to remain inactive. The 
purpose of the movement is to empty the joint by 
expression. In the knee there is a space between the 
articular ends of the bones and another under the 
quadriceps. During passive extension and flexion 
the articular surfaces glide over one another and the 
joint contents pass from one space to the other as 
well as toward the outlet. With active movement 
the synovial surfaces are kept intimately in contact 
by muscular contraction and the contents cannot be 
reflected from one part of the articulation to another, 
but go toward the outlet. As muscular contraction 
does not relax during active flexion and extension, 
there is a certain fixity of the joint which prevents 
pain. During passive mobilization pain is caused by 
deviation of the axis of movement. Passive and 
mixed movements are contra-indicated. In im- 
mobilization, perfect drainage is impossible, muscular 
atrophy rapidly appears, the joint becomes inse- 
cure, and the least movement is extremely painful. 
In the case of a joint that has already been treated 
by other methods active mobilization should not be 
attempted. 

If in the course of active mobilization the patient 
suddenly refuses to make further movements be- 
cause of pain, an examination should be made for pus 
retention; very little pus may cause pain. If reten- 
tion is found, the wound edges should be trimmed, 
the partially closed incision enlarged, and more fre- 
quent and complete movements made. The author 
has never resected the knee since employing mobili- 
zation. 

Patients with the same lesions vary greatly. Some 
will readily and promptly contract their flexor and 
extensor muscles. Others are exhausted in vain 
attempts to contract all the leg muscles em masse and 
must be educated patiently and watched constantly 
until the necessary contraction can be made. Hovw- 
ever, even if the patient cannot mobilize the joint 
sufficiently in spite of all attempts, the slight motion 
obtained will lead to healing by ankylosis and resec- 
tion will be avoided. When active mobilization can- 
not be accomplished, it is preferable to do nothing or 
to introduce drains as a last resort rather than to use 
passive movement. 

The nature of the micro-organism bears no relation 
to the indications for the method, and influences 
only the duration of the suppuration. In diplo- 
coccus infections, recovery is more rapid than in 
infections due to other pyogenic bacteria. Staphylo- 
coccus and streptococcus infections persist for a 
long time. 

The method described is applicable to purulent 
arthritis with bone lesions. By placing the patient in 
an extension apparatus and continuing mobilization. 
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the author has obtained perfect healing in cases com- 
plicated by fracture of the patella and in a consider- 
able number of cases of other fractures with at times 
severe displacement. 

In cases with marked effusion, repeated puncture 
and mobilization effect complete functional recovery. 
Bier’s hyperemia is a useful adjunct. 

In the plastic type of arthritis with peri-articular 
infiltration and rapid ankylosis, the best treatment is 
arthrotomy, cleansing of the joint, closure without 
drainage, and active mobilization. 

In true suppurative arthritis the treatment is a 
long bilateral arthrotomy left open and immediate 
continuous active mobilization pushed to the limit, 
whatever the infecting organism. In all cases an 
equally complete healing results. The method car- 
ried out properly has no contra-indications and even 
in unfavorable cases gives results which far surpass 
those of older methods. : 

The author does not favor cleansing with ether 
and never makes injections into suppurating joints. 

Wa ter C. Burket, M.D. 


Regard, G. L.: The Treatment of Localized Paraly- 
sis by the Grafting of Dead Tendons (Traitement 
des paralysies définitives par la greffe de tendons 
morts). Rev. méd. de la Suisse rom., 1923, xliii, 364. 


From a number of animal experiments the author 
reaches the following conclusions: 

1. Dead tendon grafts in healthy tissues become 
revived, whatever their length. 

2. The revival of dead tendon grafts is always 
rapid in the two ends where they are in contact 
with normal tendon tissue. In connective tissue, 
revival by the lateral route is always sufficient and 
is complete at the end of two or three months. 

3. Very long grafts may give perfect results, but 
a continuous bed must be created for the tendon. 

4. The best bed is made in direct contact with 
the aponeuroses with the aid of the aponeuroses 
and the connective tissue covering them. 

5. Grafts of dead tendon, like all grafts, must 
function; therefore mobilization should be insti- 
tuted from the very first. 

6. The graft of dead tendon permits the use of 
distant muscles the action of which is synergic 
with that of the paralyzed muscles. 

7. Grafting of dead tendon may be substituted 
for prosthetic appliances. 

8. This method is preferable to tendon trans- 
plantations which do not allow the correct employ- 
ment of synergic muscles. W. A. BRENNAN. 


Fraser, J.: The Paralysis of Pott’s Disease and an 
Operation for Its Relief. Edinburgh M. J., 1923, 
Nn. S. XXX, 385. 


The development of paralysis in association with 
tuberculous disease ot the spine is a most distressing 
complication. The complication arrests the usual 
course of recovery, it necessitates prolongation of 
the already burdensome recumbency, and in spite 


of treatment, it may progress to the stage of irre- 
coverable degeneration of the spinal cord and a 
permanent flaccid paralysis. 

Experimentally and clinically it has been demon- 
strated that simple angulation of the spinal cord is 
not the primary cause of the paralysis. The in- 
fluence which induces the change is a localized pres- 
sure exerted upon the cord from without, and is 
most frequent in the upper dorsal spine where the 
lumen of the vertebral canal is narrowest. 

In Kohler’s opinion, one of the most potent 
factors in producing pressure changes is the oedema 
characteristic of tuberculous lesions. The result of 
the meningeal changes is that the spinal cord suffers 
a slow compression. These various changes are con- 
sistently most marked in the spinal level just above 
the zone of compression. It has been the author’s 
practice to give simple conservative treatment— 
absolute rest in the horizontal position combined 
with moderate hyperextension and, if necessary, 
counter-extension to the head and lower extremities 
for a period of twelve months. If this fails, he 
recommends laminotomy. 

With the patient in a prone position a vertical 
curved incision is made in the long axis of the spine, 
over the area of the kyphosis. The longitudinal 
groups of muscles are separated from each side of 
the spine so as to expose the posterior surface of 
the lamine for the extent of two lamine above 
and two below the site of the vertebral disease. 
With a specially designed laminotomy forceps the 
laminz are divided close to their attachments to the 
transverse processes. Immediately above the high- 
est point of division and immediately below the 
lowest point the interspinous ligaments are severed. 
Nothing is removed, but the laminar division per- 
mits a slight backward displacement of the seg- 
ments. The wound is closed without drainage. 

Immediately after the operation the patient is 
placed in the prone position. After the wound has 
healed, he is placed in the dorsal position upon a 
curved Whitman frame with an oblong ring of felt 
under the site of operation. This position is main- 
tained for a period of six months. 

Improvement is apparent within a few days 
after the operation. Voluntary movement gradually 
returns, and in a surprisingly short time the limbs 
are capable of a normal range of motion. If care is 
exercised in the postoperative recumbency the 
recovery is complete and permanent. 

The author reports the cases of four children from 
7 to 10 years of age in which the operation was 
successful. In one case, however, a temporary re- 
lapse occurred because of inadequate postoperative 
care. R. C. Lonercan, M.D. 


David, S. D.: Experimental Incision of the Cadaver 
for Drainage of the Ankle Joint. J. Bone & Joint 
Surg., 1923, V, 480. 

In research work upon cadavers, glycerine was 
used for injection of the joint and methylene blue 
for a coloring substance. 
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Through the antero-external incision the largest 
amount of injected material was evacuated with the 
foot in plantar flexion. Some of the fluid remained 
in the posterior compartment. 

An antero-internal incision gives less room and 
is apt to injure vital structures. 

The anterior median incision crosses the neck of 
the astragalus and the extensor tendons of the toes 
and foot. With the foot plantar flexed the injected 
fluid was found in the lateral unsupported portions 
of the anterior ligament. This route appears dan- 
gerous. 

In the postero-internal incision many important 
structures are endangered. 

The postero-external incision is reliable and safe. 
Access was ample and easy. Every drop of fluid was 
evacuated with the foot dorsiflexed. The incision 
is made in the postero-external aspect of the 
joint 1.5 cm. medial to the tendo achillis, beginning 
5 cm. above the external malleolus and extending 
down to the os calcis following the anterior border 
for 124 cm. Joun Mitcuett, M.D. 


FRACTURES AND DISLOCATIONS 


Rocher, H. L.: Four Cases of Fracture of the Ex- 
ternal Condyle of the Humerus: Reposition 
or Removal? (A propos de quatre cas de fracture 
du condyle externe huméral). Rev. d’orthop., Par., 
1923, XXX, 213. 

In three of the cases reported the condyle was re- 
placed. In the fourth ,;which came for treatment late, 
the displaced condyle was removed. From statistics 
Rocher concludes that supracondylar fractures 
constitute 44 per cent, and external condyle frac- 
tures 33 per cent of fractures of the lower end of the 
humerus in children. The cause is usually indirect 
violence, tearing of the bone by the external capsular 
ligament, force transmitted by the head of the radius, 
or force exerted on the condyle by the olecranon 
when the forearm is hyperextended. 

Three types of the fracture are distinguished: true 
fracture, epiphyseal separation, and fracture of the 
lower end of the humerus involving more than the 
condylar area. 

The first type is the most important from the 
surgical viewpoint. The fracture plane is oblique 
downward and inward, beginning at the edge of the 
humerus and terminating in the trochlear fossa. 
The fragment is displaced outward or down and out- 
ward. It may come to lie either in front of, or behind, 
the humerus. Being attached by the lateral ligament, 
it may sometimes pivot on itself. 

True epiphyseal separation is characterized by 
separation through the cartilage plate, usually with- 
out much displacement. In massive fractures in- 
volving the condyle the fragment is rotated inward 
and upward and its removal is necessary. 

In children every effort should be made to effect 
reposition without operation. This can be accom- 
plished only under general anesthesia and with the 
use of the fluoroscope. When the fragment is widely 


displaced and rotated and the soft parts are swollen 
and ecchymotic, operation should be done. This per- 
mits easy and sure reposition without adding unnec. 
essary trauma. 

After manipulation had failed in the author’s first 
two cases he performed an open operation five and 
eight days later. In the third case, in which manipu- 
lation was not attempted, operation was done on the 
the eighth day after injury. Perfect results were ob- 
tained. In the fourth case, which was a month old, 
the fragment was removed, but Rocher advises its 
retention when this is possible. 

The condyle is exposed by a lateral incision, it: 
periosteal attachments being preserved. After fresh- 
ening of the fracture surfaces, the bone is replaced. 

Rocher prefers not to use internal splints such as 
ivory pegs, relying on external splintage. In the first 
two cases the elbow was immobilized in extension 
and in the third case in flexion of 75 degrees. The 
immobilization was continued for ten days. 

Removal of the fragment leaves a movable yet 
stable joint, but should be reserved for old cases. 

KELLOGG SPEED, M.D. 


Speed, K.: Compression Fracture of the Dorso- 
lumbar Vertebrz: Pathology and Treatment. 
Surg. Clin. N. Am., 1923, iii, 1083. 

Speed states that all compression fractures are 
caused by an exaggeration of the normal curves of 
the spine due to hyperflexion. In compression frac- 
tures of the vertebral bodies associated with dis- 
placement, the upper fragment moves forward and 
sometimes laterally as well, and the upper segment 
of the spine is displaced forward with it. If pres- 
sure of the bone affects the cord, pressure necrosis 
and hemorrhage follow. The pressure of this 
hemorrhage may lead to the death of axis cylinders 
or of cells in the anterior horn. When nerve cells 
and axis cylinders are destroyed their regeneration 
within the cord probably never occurs, but if the 
relief of compression due to hemorrhage or exudate 
is not too long delayed the function of the nerve 
fibers may be restored. 

The angularity of the spine in compression frac- 
tures is increased by slackening of the ligaments 
injured. Changes occur in the muscles, and the 
bladder and rectum become paralyzed. The author 
states that no matter how evident the symptoms o/ 
complete cord severance, the patient should always 
be given the benefit of the doubt in advising opera- 
tion for decompression of the cord. Allen’s procedure 
may be adopted without increasing the permanent 
damage to the nerves, and after opening of the dura, 
the cord may be incised in its longitudinal axis 
for drainage of blood and effusion. The laminectomy 
must be carried well beyond the lesion in the ner- 
vous tissue and bony spines. Constant care of the 
urinary tract is necessary. According to one of the 
two policies most generally adopted, the bladder 1s 
allowed to distend until it reaches the point at which 
an overflow begins through the forcible opening © 
the sphincter aided by suprapubic pressure. This 
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may be increased by gently stroking the inner side 
of the thighs. 

According to the other common policy, early 
catheterization is done, possibly a few hours after 
the accident. When cystitis develops, catheteriza- 
tion should be abandoned. 

Cystoscopy is contra-indicated as it may set up 
other foci of infection. Cystotomy may be of aid. 
For the paralysis of the extremities, daily massage 
with movement of all joints in the paralyzed area is 
indicated. A plaster of Paris corset should be applied 
to support the spine. Sometimes spinal fixation 
by a bone graft may be best. 

Two cases are reported with complete autopsy 
findings and the article is illustrated with two 
photomicrographs. S. C. WoLpENBERG, M.D. 


Cottalorda, J.: Experimental Studies on Fractures 
of the Acetabulum (Recherches expérimentales sur 
les fractures par enfoncement de la cavité cotyloide). 
Lyon chir., 1923, XX, 32. 

The author studied the mechanism of production 
of fractures of the acetabulum due to a direct cause. 
A direct cause is a force applied directly through the 
head and neck of the femur. The force was applied 
by a blow with a large wooden block which engaged 
the surface of the upper end of the femur over the 
largest possible surface. When the subject is in 
the proper position, fracture may be produced easily 
by an even relatively slight fall or blow. The sub- 
jects were cadavers of well-nourished men between 
20 and 45 years of age who died from some acute 
condition. They were laid on the side opposite 
that upon which fracture was desired and held by 
an assistant in order to conserve the elastic cushion 
of the muscle masses. 

Fracture by bursting of the acetabulum was pro- 
duced by a force directed obliquely downward, in- 
ward, and slightly backward, applied upon the en- 
tire external surface of the upper end of the femur, 
with the limb in extension, forced internal rotation, 
and a position intermediate between abduction and 
adduction, which brings the femoral head into con- 
tact with the fossa of the acetabulum. The maxi- 
mum contact between the two surfaces was estab- 
lished by forced internal rotation. 

The four resulting anatomico-pathological types of 
fracture from a direct cause were: 

1. Fracture by detachment, in which the fossa 
was entirely detached from the crescentic articular 
cartilage of the acetabulum and broken into two 
nearly equal fragments. The displacement was 
toward the pelvis and lifted the obturator vessels 
and nerve which could be seen through the line of 
fracture. The condition showed the possibility of 
obturator neuralgias, immediate or late, that are 
frequently suggested by the symptoms and sequele 
of fractures of the acetabulum. 

2. Rectilinear fracture into two fragments, in 
which the principal line of fracture was tangential 
to the upper border of the fossa. A V-shaped frac- 
ture extended from the principal line to the upper 


brim of the acetabulum. In some cases the V-shaped 
fragment was turned toward the pelvis. 

3. The classical fracture into three fragments, 
in which the lines of fracture in the fossa seemed to 
reproduce well the fetal position of the Y-cartilage 
of the acetabulum. 

4. Star-shaped fracture into four fragments, in 
which four lines radiating from the center diverged 
respectively toward the upper border of the ischio- 
pubic incisure, the antero-inferior iliac spine, the 
ischium, and the upper border of the great sciatic 
notch. Of the four fragments, two were iliac, one 
was pubic, and one was ischial. 

Wa tter C. Burket, M.D. 


Mathieu, P.: A Malunited Subtrochanteric Frac- 
ture of the Femur Treated by Oblique Osteo- 
tomy with Extension in Flexion and Abduction 
(Ostéotomie oblique suivie d’extension en flexion 
et abduction pour fracture sous-trochantérienne du 
fémur vicieusement consolidée). Bull. et mém. Soc. 
de chir. de Par., 1923, xlix, 671. 


A 9-year-old child with a malunited subtrochan- 
teric fracture of the right femur had a pronounced 
limp and marked antero-external bowing of the 
upper end of the femur. The author performed an 
oblique subtrochanteric osteotomy to make flexion 
possible. To obtain abduction it was necessary to 
trim the tapering end of the lower fragment. This 
transformed the oblique into a cuneiform osteotomy 
with the base outward. Extension in flexion and 
abduction was maintained by means of suspension 
apparatus. Satisfactory anatomical and functional 
recovery resulted. Wa ter C. Burket, M.D. 


Estes, W. L., Jr.: Fractures Near the Ankle. 
Allantic M. J., 1923, xxvi, 592. 


The author divides fractures near the ankle into 
supramalleolar, separation of the lower epiphysis 
and the tibia and fibula, and fractures involving the 
ankle joint—anatomically fractures of the malleoli 
and lower ends of the tibia and fibula. On the basis 
of the mechanism by which they are produced, 
ankle-joint fractures are classified as abduction 
fractures, external rotation fractures, adduction 
fractures, flexion fractures, extension fractures, and 
compression fractures. 

In abduction fractures the internal malleolus is 
torn near its tip or center or, less commonly, the 
internal lateral ligament is ruptured, the malleoli 
remaining intact. If the force continues, the inferior 
tibiofibular ligament is ruptured and diastasis of 
the tibia and fibula results. If the ligament holds, 
the external malleolus will be fractured. Abduction 
fractures of the first degree are fractures of the in- 
ternal malleolus alone. Those of the second degree 
are fractures of the internal malleolus or rupture 
of the internal lateral ligament with fracture of the 
external malleolus or the shaft of the fibula, with 
or without diastasis of the inferior tibiofibular 
articulation. Those of the third degree are frac- 
tures of the internal malleolus or rupture of the 
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internal ligament with fracture of the external mal- 
leolus or the shaft of the fibula, with or without dias- 
tasis of the tibiofibular articulation, or fractures 
of the external surface of the tibia and lateral dis- 
placement or dislocation of the astragalus. 

External rotation fractures of the first degree are 
oblique fractures of the lower end of the fibula. 
Those of the second degree are oblique fractures 
of the fibula with fracture of the internal malleolus 
or rupture of the internal lateral ligament, with or 
without fracture of the posterior margin of the tibia 
or external surface of the tibia. The fracture of 
the fibula may be high, with diastasis of the tibio- 
fibular joint or fracture of the external articular sur- 
face of the tibia. External rotation fractures of the 
third degree are fractures plus posterior dislocation 
of the astragalus. 

Adduction fractures are classified as follows: 
first degree, transverse fracture of the external 
malleolus; second degree, longitudinal fracture of 
the internal malleolus near the base and fracture 
of the external malleolus. 

Internal rotation fractures have not been recog- 
nized as distinct from adduction fractures. 

Extension fractures are rare. Some extension is 
present in many external rotation fractures. 

Flexion fractures are also rare. Isolated fractures 
of the anterior margin of the tibia are probably the 
only recorded fractures of flexion. 

Fractures of compression may be marginal frac- 
tures or T or Y fractures. 

Fracture of the posterior margin on the lower 
end of the tibia is common in association with other 
lesions. Isolated fracture of the lower posterior 
tibial margin is comparatively rare, but twenty- 
seven cases have been reported. The cause is usual- 
ly force exerted from below upward, the foot being 
in plantar flexion or extension. A positive diagnosis 
can be made only from the roentgenogram. A cast 
should be applied with the foot in an over-corrected 
position and dorsal flexion. 

Joun Mitcuett, M.D. 


ORTHOPEDICS IN GENERAL 


Sayre, R. H.: Errors in Orthopedic Diagnosis. 
J. Iowa State M. Soc., 1923, xiii, 385. 


In lateral curvature of the spine the angulation of 
the ribs resulting from the rotation is often mistaken 
for the gibbus of tuberculosis, and an aneurism 
which has eroded the vertebra may cause a knuckle 
and symptoms suggesting Pott’s disease. 

A common mistake is the diagnosis of torticollis 
as arthritis of the cervical spine. In the latter condi- 
tion, the head usually looks down instead of up, and 
there is difficulty in opening the jaws. Other charac- 
teristics include the attitude of holding the head 
between the hands, disinclination to lie on the back, 
and inability to rise from this position without sup- 
porting the head or turning on the side. 

In disease of the dorso-lumbar vertebre, the head 
is often thrown back to transfer the weight of the 
upper part of the body from the anterior portion of 
the vertebrae. These cases are sometimes thought 
to be torticollis. 

Undoubtedly the greatest error occurs in the 
differentiation of low back pain due to Pott’s disease, 
inflammation of the sacro-iliac and lumbo-sacral 
articulations, from disorders of the female genito- 
urinary system. Sayre reports a case in which, 
after several years of treatment for Pott’s disease, an 
operation for ventroflexion of the uterus resulted in 
a complete cure. 

At times it is difficult to tell whether a patient 
with the right thigh flexed on the abdomen, with 
intense pain, and an elevated temperature is suffer- 
ing from appendicitis, a psoas abscess, or acute in- 
flammation of the hip. In the differentiation of 
appendicitis the history should help. If the hip 
is not involved it will be possible to obtain movement 
in this joint. Attitudes due to post-diphtheritic or 
other paralysis may suggest Pott’s disease, but a 
carefully taken history and physical and X-ray 
examinations should lead to a correct diagnosis. 

R. C. Lonercan, M.D. 
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SURGERY OF THE BLOOD AND LYMPH SYSTEMS 


BLOOD VESSELS 


Jean, G.: Traumatic Direct Subcutaneous Ruptures 
of the Common and External Iliac Arteries 
(Ruptures traumatiques sous-cutanées directes des 
artéres iliaques primitives et externes). J. de chir., 
1923, XXxi, 303. 

Traumatic ruptures of the common and external 
iliac arteries without a lesion of the abdominal wall 
or peritoneum or a fracture of the pelvis are rare. 
Only six cases have been found in the literature, the 
author’s case making seven. 

The cause is a violent abdominal trauma such as 
that caused by a fall or the kick of a horse. The 
mechanism of the rupture is the crushing of the 
vessel between the compressing agent and the wall 
of the bony pelvis. The arteries are separated from 
the bone only by the fibers of the psoas muscle and 
are held in place by a fold of the iliac fascia which 
prevents their displacement by external force from 
which the other abdominal organs may possibly 
escape. Torsion and elongation are not considered 
causes. 

The lesions vary with the degree and direction 
of the violence. There may be any degree of con- 
tusion of the arterial wall, a lesion of the intima 
alone, of the intima and media, or of all coats. The 
level of the lesion may be high on the common iliac 
or low on the external iliac. The vein also may be 
injured, but no arteriovenous aneurism of this area 
is known. 

The symptoms vary with the degree of rupture 
of the arterial coats. When media and intima are 
torn, retraction and rolling up occur and thrombosis 
is inevitable. Signs of ischemia in the leg develop. 
The artery may rupture late. When all three coats 
are torn an enormous hematoma rapidly appears 
which spreads from the pelvis to the diaphragm. 
Signs of severe hemorrhage with a mass in the iliac 
fossa follow. 

The prognosis is very grave. In seven known 
cases there was only one survival. Death may be 
delayed from one to three weeks and is preceded 
by gangrene of the leg. 

Operation is indicated imperatively as soon as 
the condition is suspected. If there is contusion 
without rupture, the thrombus, if recent, should be 
removed by arteriotomy and this should be fol- 
lowed by ligation of both ends of the vessel. When 
all three coats are ruptured, provisional haemostasis 
should be attempted and treatment given for shock. 
Later. a large laparotomy opening should be made 
and the artery sutured or ligated. In the author’s 
case ligation was done because of the difficulty of 
Suture through the contused tissues of the walls 
of the artery. 


In connection with the report of the author’s case, 
the six cases found in the literature are reviewed 
briefly. Kettocc Speep, M.D. 


Leriche, R.: The Surgical Treatment of the Remote 
Consequences of Phlebitis of the Leg (Essai de 
traitement chirurgical des suites éloignées des phlé- 
bites du membre inférieur). Presse méd., Par., 1923, 
XXXxi, 309. 

Little is known with regard to the prognosis of 
phlebitis in the lower extremity. In some cases of 
phlegmasia alba dolens the late results are poor, 
while in others there is very little functional loss. 
While the cause of these differences has not been es- 
tablished, it occurred to Leriche that as sympathec- 
tomy has proved of value in the treatment of ar- 
terial obstruction it might also relieve venous ob- 
struction due to inflammation. 

Recently he had an opportunity to test this 
theory in the case of a 26-year-old man who, at | 
the age of 11, suffered an attack of typhoid com- 
plicated by phlebitis on the left side which per- 
sisted for two months. After a year, subpubic 
varices appeared, but in 1914 the patient was ac- 
cepted for the army and served through the war. 
After his discharge from the army in 1919, when he 
walked a great deal, his left leg at times seemed 
very heavy. In May, 1922, while walking, his left 
leg gave way and he fell. Thereafter he was kept 
in bed for one month. The leg showed no cedema 
but often became cramped. For two months the 
leg was again normal, but at the end of that time, 
the pain recurred and the leg again became func- 
tionless. 

The patient was a vigorous man in spite of recent 
alcoholism and syphilis for which he had had the 
usual treatment. The findings of the general phy- 
sical examination were negative except for abdom- 
inal varices on both sides and varicocele. The left 
leg showed no cedema or nerve disturbances but 
the calf measured 3 cm. and the thigh 1 cm. more 
in circumterence than the right. 

In September, 1922, under spinal anesthesia, the 
great vessels of the thigh were exposed for a dis- 
tance of 15 cm_ below Scarpa’s triangle. In the 
cellular tissue many abnormal veins were discovered. 
The artery was isolated and was found to be con- 
tracted. Its caliber became greatly diminished after 
contact with an instrument, even before sympathec- 
tomy was performed. The vein, which was closely 
adherent to the artery, was separated only with 
difficulty. It appeared very small, flattened, and 
empty down to a point where there was a valve a 
few centimeters above the knee. Below that point 
the vein was of normal caliber. The tissue about 
the femoral vein seemed thick and hard. 
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Leriche concludes that there was a true local 
obliteration of the femoral or popliteal vein, and 
that the posterior veins carried practically all the 
return, the anterior veins not functioning. 

A sympathectomy of the artery was performed 
and about 2 cm. of the femoral vein was resected. 
No ligature was needed to control hemorrhage. 
When the patient got up on the tenth day there 
was no oedema of the leg. A month and a half 
later, although he had walked a great deal, the leg 
showed no abnormality. Four months later, it was 
still without oedema or pain. The abdominal varices 
remained as before. 

The removed section of the vein studied micro- 
scopically seemed to have lost its venous charac- 
teristics without having stiffened like an artery. 
There was no trace of inflammation, and the endo- 
thelium was normal. Most of the muscular wall 
had disappeared and was replaced by fibrous elastic 
tissue. 

The author urges a careful study of all old cases 
of phlebitis to determine whether there is a local 
constriction of the vein which may be relieved by 
sympathectomy and venous resection. 

Speep, M.D. 


Patel: A Jugulo-Carotid Arteriovenous Aneurism of 
the Base of the Skull Operated upon in 1915 
(Anévrysme artérioso-veineux jugulo-carotidien de la 
base du crane opéré en 1915). Lyon chir., 1923, Xx, 
341. 

The author reports a case of arteriovenous an- 
eurism following a wound of the carotid vessels near 
the base of the skull from a shell fragment which 
penetrated from behind the mastoid process. The 
shell fragment was situated to the right of the mid- 
line, anterior to the atlas. The injury was received 
in August, 1914. 

At operation in April, 1915, the right lateral sinus 
was packed through the mastoid route, the greatly 
dilated internal jugular vein and the common 
carotid just proximal to its bifurcation were ligated 
in the neck, and the shell fragment was removed. 
The immediate results of the operation were good; 
the physical and subjective phenomena disappeared 
and the patient returned to active service. In 1917, 
vertigo and general malaise developed. 

Re-examination, seven and a half years after the 
operation, showed a diffuse tumefaction of the right 
half of the face resembling a large angioma, marked 
dilatation of the veins of the angle of the jaw and 
forehead, and large pulsating venous lakes in the 
submaxillary region with a blow of systolic intensi- 
fication. The patient complained of a feeling of 
heaviness in the head and transitory congestion. 
The blood pressure indicated a leakage in the ar- 
terial system. The external carotid maintained the 
intracranial circulation and sent arterial blood into 
all the branches of the internal jugular between the 
ligatures. 

The author considers that ligation of the external 
carotid and peripheral venous branches, although 


lessening the vascular phenomena, is not without 
danger to the cerebral circulation. 

On the basis of Reid’s and Halsted’s finding that 
cardiopathy rapidly follows jugulo-carotid aneu- 
rism, Leriche advised operation in Patel’s case in 
spite of the operative difficulties. 

Bérard reported a case of arteriovenous aneurism 
of the internal jugular and external and internal 
carotids near their origin which was first treated by 
ligation of the common carotid and the internal 
jugular. Several months later, following an effort, 
the signs of arteriovenous aneurism recurred. Sub- 
sequently Bérard ligated all tributary vessels and 
extirpated the sac. Watter C. Burkert, M.D, 


Birt, E.: Transplantation of Blood Vessels (Beitrag 
zur Gefaesstransplantation). Deutsche Zlschr. f. 
Chir., 1923, clxxix, 269. 

Aneurisms are common in China because of the 
widespread dissemination of syphilis. In a case re- 
ported by Birt an aneurism of the popliteal artery 
developed to approximately the size of an apple 
within ten months. The artery was resected for a 
distance of about 25 cm. together with a piece of the 
vein, and the arterial defect covered by free trans- 
plantation from the saphenous vein. The technique 
of suturing is shown in two sketches. The suture 
line was embedded in the musculature. Primary 
healing followed. The arterial circulation remained 
unimpaired. After six weeks, when the patient left 
his bed, a distinct pulse was palpable in the trans- 
plant. Koenic (Z). 


Klotz, O., Permar, H. H., and Guthrie, C. C.: 


End-Results of Arterial Transplants. An. 
Surg., 1923, Ixxviii, 305. 

The autotransplantation of an artery to an artery 
by removal of a segment and prompt suture gives 
excellent results. After a few weeks, morphological 
identification is difficult and histologically the struc- 
ture is the same as that of the ungrafted vessel. 

The autotransplantation of a vein to an artery 
causes moderate enlargement with fibrous thicken- 
ing of the wall and the disappearance of the muscle 
tissue. The functional results are good. 

The permanent effectiveness of heterogenous and 
devitalized grafts is due to proliferation of the 
living vascular endothelium and connective tissue 
of the host. Factors favoring proliferation may be 
distention and movement of the segment by the blood 
pressure or its infiltration with blood plasma before 
an endothelial lining has developed. Vitalization of 
the tube takes place by: (1) resurfacing of the lumen 
with endothelium growing from the cut ends of 
the living artery (which may occur in forty-eight 
hours); (2) the subsequent development of subendo- 
thelial connective tissue; and (3) the deposition of 
fibrin about the graft and stimulation of the connec- 
tive tissue by the graft acting as a foreign body. 
Muscle tissue is not reproduced. 

Heterogenous or devitalized implants, when serv- 
ing their purpose for more than four to six weeks, 
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suffer more or less fusiform aneurismal dilatation 
with consequent danger of secondary thrombosis. 
The dilatation results from the loss of muscle tissue 
and of most of the elastic fibers. The degree of the 
dilatation is determined by the equilibrium between 
the resistance of the newly formed tube and the 
blood pressure. The original graft disintegrates and 
is slowly absorbed. Calcareous degeneration may 
occur, its amount depending upon the rate of absorp- 
tion of different kinds of segments. Small islets of 
osteoid tissue or cartilage may lie between calcareous 
deposits and surrounding granulation tissue. The 
transplant serves as a temporary conduit and frame- 
work until it is more or less replaced by a permanent 
living structure by the tissue of the host. Elastic 
and connective tissues resist dissolution longest. 
Formaldehyde-fixed and vaseline-impregnated seg- 
ments retain their shape and structure longer than 
segments that are untreated or kept in salt solution 
or blood. This insolubility has the advantage that 
it does not give way during the re-establishment of 
the new vessel but has also the disadvantage that it 
is not well adapted to the growing tissues. Collagen 
fibers of the transplant lend their substance to the 
reconstruction of new fibers and may become at 
least temporarily welded. 

Refrigerator-preserved transplants are dead and 
therefore their course is like that of other devitalized 
grafts. The changes are directly proportionate to 
the time since the operation and the time the tissue 
was kept in cold storage. 

In contrast to venous segments, arterial segments 
show little dilatation. Both are reénforced by en- 
capsulating connective tissue. The final functional 
results of vascular transplants, living or dead, homo- 
logous or heterologous, are very similar. Glass and 
metallic tubes are of doubtful permanent value 
because the tissues never permanently weld them 
and there is danger of secondary hemorrhage from 
loosening of the surrounding inflammatory tissue. 

The authors report in detail the transplantation 
of a rabbit’s aorta to a dog’s common carotid. The 
aorta was smaller than the carotid. After one month 
it was the same size. After seven months it showed a 
fusiform dilatation to a greater size than that of the 
carotid and its walls were irregularly thickened with 
secondary sacculations and calcareous deposits. 
The anastomotic juncture showed an annular thick- 
ening. Histologic examination revealed an endothel- 
ial lining surrounded by laminated fibrous tissue 
layers in the center of which was the homogeneous 
remains of the transplant. No muscle fibers were 
seen. The transplant had been invaded by the 
connective tissue of the host, and absorption and 
calcareous degeneration were in progress. The host 
had supplied the new tissue which clothed the ab- 
sorbing transplant within and without. 

The article contains also the report of the trans- 
plantation of a devitalized, formaldehyde-fixed 
vena cava of one dog into the common carotid of 
another. The vein had been preserved for sixty 
days in 2.5 per cent formalin solution. The day pre- 


ceding the operation the vein was washed in dilute 
ammonia, dehydrated in absolute alcohol, and 
impregnated with paraffin oil. When the circulation 
was established its diameter was greater than that 
of the carotid artery. The pulse of both carotids 
remained the same. One month later, when the 
transplant was exposed, it showed patency and 
marked dilatation. After the dog had led an active 
life of eleven years, during which time two litters of 
pups were raised and several were whelped, it died 
from sarcoma of the sternum which had formed 
generalized metastases. 

The transplant and new wall were patent and 
formed a fusiform aneurismal sac, a large part of 
which was occupied by a recent dark red clot with 
a channel alongside corresponding in size to the 
lumen of the carotid. Within the clot was embolic 
sarcomatous tissue similar to the growth on the 
sternum. The segment was lengthened. The inner 
surface was covered with endothelium from the 
host except on the side occupied by the clot. The 
remains of the transplant (dead connective tissue, 
partially destroyed elastic fibers, and calcareous 
degeneration) were surrounded within and without 
by new fibrous tissue from the host. Band-like folds 
of connective tissue projected into the lumen. The 
carotid artery above and below the graft was nor- 
mal. The incomplete thrombus was due probably 
in part to the sacculation and the slowing of the cir- 
culation before death. Watrer C. Burkert, M.D. 


BLOOD AND TRANSFUSION 


Crile, G. W.: Studies in Exhaustion: V. Hzemor- 
rhage. Arch. Surg., 1923, vii, 154. eo 
Crile’s studies on the effects of hemorrhage with- 
out trauma date back to 1904. In his earlier experi- 
ments, he attempted to discover the limits of com- 
pensatory recovery after hemorrhage by determin- 
ing the level to which the blood pressure could be 
reduced without affecting the functioning of the 
circulatory system. His findings were as follows: 

1. The greatest fall in the blood pressure after a 
rapid hemorrhage occurred when approximately 
one-third of the blood was removed and was irreg- 
ular. In slow hemorrhage the pressure fall was 
more regular. 

2. In death after hemorrhage, the respiratory 
center was the first to fail. 

3. After a hemorrhage amounting to approxi- 
mately 60 per cent of the total amount of blood, 
spontaneous compensation sometimes brought the 
blood pressure back to a level at which life could be 
maintained. 

4. The degree of activity of the vasomotor center 
seemed to regulate the power of compensation after 
the hemorrhage. 

5. Respiratory inhibition was produced by ma- 
nipulation of the larynx after severe hemorrhage, 
but this did not affect the blood pressure. 

6. It was impossible to determine accurately the 
amount of blood that can be lost in proportion to 
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mg body weight before the power of compensation 
is lost. 

7. Animals previously exhausted by trauma, 
malnutrition, or disease lost the power of compensa- 
tion after hemorrhage earlier than normal animals. 

The histologic changes noted in the brain, cord, 
liver, and suprarenals in exhaustion from hemor- 
rhage are the same as those discovered after physical 
trauma. Crile, like Cannon, found that hemorrhage 
causes increased activity of the suprarenals. 

The hydrogen-ion concentration of the blood after 
acute hemorrhage is reduced. The immediate 
effect of an acute hemorrhage on the cardiovascular 
system is stimulation to compensatory activity. 
Immediately after a hemorrhage the brain shows 
an increase in function, active cells, and temperature. 
If the hemorrhage is prolonged or repeated, this 
activity gradually declines and there is evidence of 
fatigue. 

The effects of hemorrhage on the liver and supra- 
renals are similar to its effects on the brain. Experi- 
mental and clinical haemorrhage cause the same 
effects as those seen in physical trauma and other 
conditions of exhaustion. 

A slight hemorrhage in a weak subject may be 
more serious than a severe hemorrhage in a robust 
subject. The old saying that a certain proportion of 
the blood can be lost without serious results is 
not always true. 

The illustrations in the article show the laboratory 
and clinical findings mentioned and are of unusual 
interest. Harotp M. Camp, M.D. 


Brill, N. E., and Rosenthal, N.: The Curative 
Treatment of Splenectomy of Chronic Throm- 
bocytopenic Purpura Hzemorrhagica. Am. J. 
M. Sc., 1923, clxvi, 503. : 

Werlhof’s disease, chronic thrombocytopenic pur- 
pura hemorrhagica, is an affection with an acute, a 
subacute, or a chronic course, and having definite 
characteristics which distinguish it from the other 
purpuras. In the past, the subacute and chronic 
varieties were frequently fatal, and it is in these cases 
that splenectomy has proved beneficial. The authors 
describe the symptoms in detail. 

Splenectomy was done in two cases in which a 
fatal termination was rapidly approaching. One of 
the patients was a girl and the other a boy. Both were 
suffering with the chronic intermittent form of the 
disease, and had developed the condition in child- 
hood, one at the fifth, and the other at the eleventh 
year of life. Both had been subjected to every known 
method of treatment to stop the bleeding and had 
been absolutely incapacitated for several years. A 
most intense anemia was present; the hemoglobin 
was below 20 and the red blood cells numbered about 
a million. Both had had repeated transfusions, the 
girl ten, and the boy three. 

The results of splenectomy were brilliant. In both 
cases the bleeding has been entirely stopped and the 
patient’s color has returned. In the girl, the hemo- 
globin is 90 and the erythrocyte count 5,800,000; in 


the boy, the hemoglobin is 80 and the erythrocyte 
count 4,816,000. The patients are now able to walk, 
whereas previously they had been bedridden, and 
their mental outlook is normal. 

In order to offset the oozing of blood which occurs 
from all cut and exposed surfaces during the splenec- 
tomy, the patient should be given a transfusion im- 
mediately before the operation, and in order to over- 
come shock, another transfusion should be given 
after the operation. 

Bleeding from the mucous surfaces ceases a few 
minutes after the removal of the spleen, and the 
bleeding time at once returns to normal. 

In conclusion, the authors state that they feel 
justified in assuming that in chronic thrombocy- 
topenic purpura, splenectomy is a life-saving meas 
ure and should as such be employed in all grave 
cases. There is considerable evidence to indicate 
that it is also curative. In Kaznelson’s first case 
there has been no recurrence of the disease in a period 
of over five years. 

It appears that thrombocytopenic purpura is a 
condition involving the reticulo-endothelial system, 
chiefly the spleen and bone marrow. This assump 
tion appears to be confirmed by the fact that the 
spleen of the girl whose case is reported was large. 
weighing 1.400 gm., and on microscopic examination 
showed a large increase in the number of reticular 
cells. The boy’s spleen, although considerably larger 
than normal, weighing 340 gm., did not show nearly 
as marked an increase in these elements. Both these 
patients seem to be entirely cured. It is possible that 
the larger the amount of reticulo-endothelial struc- 
ture removed, the better the result. If this is true, 
splenectomy may be expected to give more favorable 
results when the spleen is very large than when it is 
small. Cart R. Strernke, M.D. 


Stuber, B., and Sano, M.: Experimental and Col- 
loido-Chemical Studies on the Nature of the 
Coagulation of the Blood (Experimentelle und 
kolloid-chemische Untersuchungen ueber das Wesen 
der Blutgerinnung). Verhandl. d. deutsch. Gesellsch. 
f. inn. Med., 1922, 319. 

The attempted explanations of the nature of the 
coagulation of blood may be divided into two classes, 
the first comprising those based on the fermentive 
nature of the coagulation processes, the second those 
based on the purely physico-chemical nature of 
these processes. Later studies have caused the 
authors to forsake the fermentive for the colloido- 
chemical view. 

In the experiments reported, fibrinogen and throm- 
bin were used, the solutions being separated by a 
semipermeable membrane. Coagulation resulted. 
The fact that thrombin causes coagulation by with- 
drawing water from the fibrinogen proves that 
thrombin is not a ferment. 

The action of thrombokinase is dependent upon 
surface-active substances and an optimal hydrogen- 
ion concentration. The laws of colloidal chemistry 
govern its activity. It is not a ferment. 
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The incoagulability of oxalated blood and citrated 
blood, which has been attributed to the precipita- 
tion of calcium as insoluble calcium oxalate, is due 
to the formation of an ionized and hence incoagulable 
complex union of fibrinogen and salt. Calcium is not 
essential for coagulation. It has only the general 
importance of bivalent cations which favor the pre- 
cipitation of colloids. STEGEMANN (Z). 


Schulhof, O.: The Effect of the X-Rays upon the 
Coagulation of the Blood (Wirkung der Roent- 
genstrahlen auf die Blutkoagulation). Gyédgydszal, 
1923, 414. 


In persons who showed no tendency to hem- 
orrhage, Schulhof tested the coagulability of the 
blood and serum previous to and eighteen hours after 
roentgen irradiation of the spleen, the popliteal and 
cervical lymph nodes, a substernal goiter, and the 
lungs. He determined the thrombin and fibrin- 
ogen content by the Wohlgemuth ferment method. 
Stephan’s assumption that irradiation of the spleen 
stimulates the reticulo-endothelial cell system and 
thereby increases the production of ferment was not 
confirmed. 

Schulhof seeks the cause of the coagulation of 
blood in the products of cellular catabolism acting 
cither directly as catalytic substances or indirectly 
as parenterally incorporated albuminous substances. 

Temesvary (G). 


LYMPH VESSELS AND GLANDS 


Descomps, P., and Turnesco, D.: 'The Lymphatic 
Vessels and Glands of the Jejunum and Ileum 
(Les vaisseaux lymphatiques du jéjunum et de 
Viléon). Bull. et mém. Soc. de chir. de Par., 1923, 
xlix, 781. 

In a study of the lymphatics of the jejunum and 
ileum in thirty-five newborn infants and ten adults 
the authors found that the vessels of the former are 
derived from an area situated above the diverticulum 
of the umbilical loop of which Meckels’ diverticulum 
is the inconstant remnant, while those of the latter 
arise in an area below the diverticulum. From the 
viewpoint of vascularization, therefore, the jejunum 
and ileum must be considered as separate. 

W. A. BRENNAN. 


Gager, L. T.: Lymphatic Obstruction: Non-Para- 
sitic Elephantiasis. Am. J. M. Sc., 1923, clxvi, 
200. 

(Edema due to non-parasitic lymphatic obstruc- 
tion has been called “chronic trophoedema,”’ “‘ cede- 
ma dystrophique,” ‘“‘elephantoid oedema,” and 
“non-parasitic elephantiasis.” It occurs in non- 
tropical climates, and is characterized by a slow, 
insidious onset and a chronic, painless, non-inflam- 
matory course. It is commonly white, hard, and 
free from tenderness. As a rule it involves the lower 
extremities, affecting the subcutaneous tissues and, 
to a less extent, the skin. Sensory changes are rare, 
the general health is unimpaired, and the common 


systemic diseases generally associated with oedema 
are absent. Complaint is made only of the weight, 
size, and unsightliness of the enlarged parts. 

In the past year, five cases of oedema of the 
sporadic type have been studied in the Cornell 
Clinic. All of the subjects were women. In no case 
was there a history of inflammation or skin affection. 
The swelling had appeared gradually and had been 
present for from nine months to thirty years. 

The author states that it is questionable whether 
such a condition may be described correctly as 
‘“‘elephantiasis,” as this term calls to mind the huge 
pachydermous enlargements due to lymphatic ob- 
struction associated with filariasis. Strictly speak- 
ing, however, the two characteristics of elephantiasis 
are chronic oedema and secondary proliferation of 
the subcutaneous connective tissue, and the patho- 
logical basis of the oedema is a blocking of the circula- 
tion of the lymph. 

Manson states that lymph stasis alone does not 
produce elephantiasis. Matas defines elephantiasis 
as a progressive histopathological state characterized 
by chronic inflammatory fibrosis or hypertrophy of 
the hypodermal and dermal connective tissue, which 
is preceded by, and associated with, lymphatic and 
venous stasis and may be caused by any obstruction 
or mechanical interference with the return flow of 
the lymphatic and venous currents in the affected 
parts. He maintains also that, for the characteristic 
hypertrophy of the subcutaneous tissues, a second- 
ary and repeated bacterial invasion, usually strepto- 
coccal, is essential in addition to mechanical obstruc- 
tion, whether the latter is caused by filaria, lym- 
phangitis, adenitis, or thrombophlebitis. The great- 
er occurrence of the disease in tropical climates is 
due to greater exposure of the unclothed body to 
trauma, parasites, and skin infections. 

However, the fact that when elevation, compres- 
sion, and massage do not give relief, the edema disap- 
pears when new channels are formed for the lymph 
flow proves that lymphatic obstruction alone may 
be the cause. 

In the study of oedema of the arm Handley ex- 
cluded venous obstruction as a factor as he reduced 
the oedema by replacing the lymphatic channels with 
silkworm gut. Drainage in the leg did not have a 
similar result. 

In cases of chronic oedema in the lower extremities 
treated by Lanz by multiple incisions in the fascia 
lata and the introduction of fascial strips into the, 
marrow of the femur, permanent relief was obtained. 

Kondoleon has had greater success with a simpli- 
fied technique of fascial division and removal. He 
divides elephantiasis into a mild form manifesting 
only lymph stasis, and a more advanced sclerotic 
type. Causes of obstruction in his cases included 
acute inflammation of the foot, tuberculosis of the 
knee joint, total extirpation of the inguinal nodes, 
and traumata. 

In cases which have come to operation, there is 
conclusive evidence of the réle of lymphatic block- 
age. Cases without a history of inflammation may 
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be classified as non-parasitic elephantiasis, in con- 
trast to elephantiasis arabum of filarial origin and 
clephantiasis nostras following erysipelas or frank 
bacterial infection. 

The differential diagnosis of elephantiasis or 
oedema due to lymphatic obstruction is of interest. 
The lymphatic problem is a fundamental part of the 
vascular problem, but the lymphatics have remained 
in comparative obscurity since in life only the great 
lymphatic trunks can be distinguished, and post- 
mortem study presents great technical difficulty. It 
is evident, however, that when lymph production 
exceeds lymph absorption, oedema results. 

Maurice A. Bernstein, M.D. 


Desjardins, A. U., and Ford, F. A.: Hodgkin’s Dis- 
ease and Lymphosarcoma. J. Am. M. Ass., 
1923, Ixxxi, 925. 

It is generally conceded that in cases of lympho- 
sarcoma and Hodgkin’s disease, irradiation, either 
by the X-rays or radium, is of the greatest service in 
maintaining a relatively normal state of health for 
a variable period of time. Whether or not life is 
actually prolonged has not been determined. 

To obtain information to serve as a basis for a 
study of the effect of irradiation treatment on lon- 
gevity the authors reviewed the case histories 
of all patients registering at the Mayo Clinic 
for a five-year period (1915-1920) where a defi- 
nite diagnosis of Hodgkin’s disease or lympho- 
sarcoma had been confirmed by microscopic exami- 
nation of an excised gland. These patients had been 
treated by various methods, sera, vaccines, surgery, 
irradiation, etc., but none of them had received 
what would now be considered adequate, systematic 
radiation. 


Of 135 patients with Hodgkin’s disease, from 
whom ninety-two replies to questionnaires had heen 
received, and 102 patients with lymphosarcoma, 
from whom seventy-six replies were received, ten of 
the first group and nine of the second, or practically 
11 per cent of each group, were living three or more 
years after registering at the Clinic. The longest 
duration of the condition in the patients with Hodg- 
kin’s disease who are still living has been sixteen 
years, while in those with ly mphosarcoma it has been 
nine years and eight months. 

Hodgkin’s disease was found to occur 2.3 times 
more frequently in males than in females. The 
corresponding ratio for lymphosarcoma was 4. 4:1. 
The period of greatest susceptibility to Hodgkin’s 
disease is during the second to fifth decades of life, 
particularly the third and fourth. Lymphosarcoma 
occurs most frequently during the third to seventh 
decades, the highest incidence being in the fifth 
and sixth. 

Clinical symptoms and physical findings corre- 
spond closely in the two conditions. The occurrence 


.of adenopathy in more or less definite relation to 


chronic lesions about the mouth and throat was 
striking, but in many histories the information avail- 
able was not sufficiently explicit to warrant definite 
conclusions. 

The average duration of the disease from the onset 
of symptoms in seventy-three cases of Hodgkin’s dis- 
ease in which the date of death was known was two 
years, seven months; and in fifty-five cases of lymph- 
osarcoma, two years, five and one-half months. 

The data presented will afford comparative stand- 
ards for a later study of the effect of systematic ir- 
radiation treatment as now practised. 

Frances A. Forp, M.D. 


SURGICAL TECHNIQUE 


ANTISEPTIC SURGERY; TREATMENT OF 
WOUNDS AND INFECTIONS 


Merklen, P., and Hirschberg, F.: Autohzmo- 
therapy in Furunculosis, Pyodermatitis, and 
Other Local Infections (L’autohémothérapie dans 
la furonculose, les pyodermites et autres infections 
locales). Bull. et mém Soc. méd. d. hép. de Par., 1923, 
3S. Xxxix, 1081. 


To emphasize the value of autohemotherapy in 
furunculosis, pyodermatitis, and other local sup- 
purations, the authors report in detail fourteen cases 
treated by this method, including eight cases of 
furuncles, two of suppurating folliculitis, two of 
lymphadenitis, one of wound infection, and one of 
oedematous peritonsillitis. In the eight cases of fu- 
runcles, the lesions were healed in five and the treat- 
ment failed in three. Two cases of folliculitis and 
one of tonsillitis yielded quickly. One case of adenitis 
was only partially influenced; the other underwent 
marked amelioration. 

Frequently, two injections sufficed for healing or 
produced more or less decided improvement. 

The treatment consisted of a dose of 5 to 15 c.cm. 
of the patient’s venous blood drawn and injected 
immediately into the buttock. The dose was re- 
peated every second or third day. When the in- 
jections failed to act vigorously, the patient was 
seen daily. 

After one autogenous injection, extensive skin 
lesions of multiple points of suppurating folliculitis 
usually dry up, large furuncles subside directly, 
developing furuncles are aborted, and softening and 
evacuation of the core are accelerated. In some 
cases, however, no effect is noted. If three injections 
cause no change, it is useless to continue with this 
form of treatment. Wa tter C. Burkert, M.D. 


Paetzel, W.: The Treatment of Pyocyaneus In- 
fection in Suppurating Wounds (Zur Bekaemp- 
fung der Pyozyaneusinfektion in eiternden Wunden). 
Deutsche med. Wchnschr., 1923, xlix, 821. 


The use in the wound of large amounts of pow- 
dered crystallized boric acid is recommended. 
Kas (Z). 


Laskownicki, S.: The Use of Lugol’s Solution in 
Surgical Tuberculosis (Lugolloesung gegen 
chirurgische Tuberkulose). Polska gaz. Ick., 1923, 
Il, 275. 

The author treated tuberculous abscesses and cer- 
vical nodes with injections of strong Lugol solution. 
The iodine causes an active hyperemia in the wall 
of the abscess, hastens the proliferation of the con- 
nective tissue, and acts chemotactically upon the 
leucocytes; the pus becomes thinner and the ab- 
scess cavity shrinks very rapidly. In addition, the 


iodine has a favorable effect upon the general condi- 
tion, a fact which induced Bier to use sodium iodide 
in the treatment of tuberculosis. 

Of twenty-three patients treated only with injec- 
tions of Lugol solution in doses of 1 to 100 c.cm. 
every five to seven days, nineteen were cured in from 
two weeks to three months. No unfavorable se- 
quelz were observed. The advantages of Lugol solu- 
tion over iodoform-glycerin are its stronger and more 
rapid action and its cheapness. Jurasz (Z). 


ANESTHESIA 


Carrea, J. U.: The Technique of Inducing Trunk 
Anesthesia of the Superior Maxillary Nerve 
by the Posterior Palatine Duct (Técnica para la 
anestesia troncular del nervio maxilar superior por 
el conducto palatino posterior). Semana méd., 1923, 
XXX, 744. 


Carrea recommends anesthesia of the trunk of 
the superior maxillary nerve through the posterior 
palatine duct not only for work on the teeth but 
also for operations on the nose and in the zones in- 
nervated by the superior maxillary nerve. The 
posterior palatine duct is easily approached. Its 
entrance can be found by locating the two palatine 
fossa which lie upon the line of the tuberosities of 
the maxilla. The details of the author’s latest tech- 
nique are discussed and illustrated. 

W. A. BRENNAN. 


Roussiel.: A New Technique for Inducing An- 
zsthesia of the Abdominal Sympathetics 
(Nouvelle technique d’anesthésie du sympathique 
abdominal). Bruxelles-méd., 1923, iii, 807. 

The induction of regional anesthesia of the splanch- 
nic nerves by the anterior abdominal or posterior 
paravertebral route often gives complete anaesthesia 
of the stomach and biliary passages. Operations on 
the colon, spleen, kidneys, appendix, and sigmoid 
flexure require combined anesthesia of the splanch- 
nic and inferior mesenteric nerves. 

Combined anesthesia may be obtained by a single 
injection of 40 to 50 c.cm. of 0.5 per cent seurocaine. 
The injection should be made at the right side of 
the origin of the mesentery under the root of the 
transverse mesocolon where the superior mesenteric 
artery leaves the anterior surface of the duodenum 
to pass into the root of the mesentery. A fine needle 
is introduced at this point under the right leaf of 
the mesentery and 1o c.cm. of the anesthetic are 
injected. The needle is then oriented toward the 
base for 1 or 2 cm. in the thickness of the mesentery 
and 20 c.cm. of seurocaine are injected. The fluid 
diffuses along the trunk of the superior mesenteric 
artery to the ileocecal angle and in the retroperi- 
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toneal tissues, including the lumbo-aortic and the su- 
perior and inferior mesenteric plexuses. Complete 
anesthesia of the colon, mesocolon, sigmoid flexure, 
and small intestine results rapidly. The point of the 
needle may then be directed upward under the root 
of the transverse mesocolon and over the duodenum 
for the injection of 20 c.cm. more of the anesthetic. 
The fluid spreads into the transverse mesocolon, the 
superior mesenteric and solar plexuses, and the 
retropancreatic cellular tissue, causing anesthesia of 
the pancreas, duodenum, and stomach. 

This method of inducing anesthesia is very suit- 
able for surgery of the stomach, duodenum, small 
intestine, mesentery, pancreas, colon, and meso- 
colon, and for the removal of retroperitoneal tumors. 
As illustrations the author reports two cases of seri- 
ous abdominal surgery without operative shock. 
Case 1 was that of a 66-year-old man with intestinal 
obstruction. At laparotomy performed under local 
and regional anesthesia, complete, painless explora- 
tion of the colon, mesentery, and small intestine, 
division of intra-abdominal adhesions, and reduction 
and exposure of dilated intestinal loops were possi- 
ble. Case 2 was that of a cachectic patient with an 
extensive pyloric cancer invading the gastrohepatic 
epiploica and the pancreatic peritoneum. Complete 
anesthesia of the viscera, which lasted one and one- 
half hours, permitted stripping of the colon epiploica, 
freeing of the tumor from the pancreas, resection of 


* ered by this solution. 


the pyloric tumor, and the performance of a posterior 
gastro-enterostomy. 

If any nerve filaments escape regional anesthesia, 
as might occur in cases of widespread gastric or colic 
neoplasms adherent to peritoneal and subperitoneal 
tissues, local anesthesia may be used to complete the 
anesthetization. For example, at the level of the 
gastroduodenal region it is usually sufficient to inject 
5 c.cm. behind the pylorus or in the retroduodenal 
cellular tissue at the external edge of the second 
portion of the duodenum, but if the lesser curvature 
of the stomach remains somewhat painful, an in- 
jection in the region of the origin of the gastric 
coronary artery will complete the anesthesia. 

Watter C. Burkert, M.D 


SURGICAL INSTRUMENTS AND APPARATUS 


Babcock, W. W.: The Sharp and Sterile Scalpel. 
Surg.,Gynec. & Obst., 1923, xxxvii, 389. 

For several years the author has submerged his 
scalpels in a protective non-corrosive solution and 
then placed them in the sterilizer to boil with other 
instruments. A solution consisting of liquor cresolis 
compound, 5 parts, and pure glycerine, 95 parts is 
used. Knife blades so treated are still bright and 
sharp at the end of five years. Boiling has little 
influence upon the cutting edge of instruments cov- 
Emit C. RopirsHek, M.D. 
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PHYSICO-CHEMICAL METHODS IN SURGERY 


ROENTGENOLOGY 


Galiay, J.: Mechanical Strengthening of the Image 
in Roentgenography (KE! reforzado mecanico en 
radiografia). Clin. y lab., 1923, i, 550. 

The author refers to Piergrossi’s method of using 
a photographic membrane of double emulsion to 
obtain two images. This procedure is similar to 
chemical reinforcement of the image. In the develop- 
ment of the two negatives they are given the same 
intensity of tone in all their parts. When the images 
are united, the positive gains in detail and strength. 
There is no gain in contrast because all of the tones 
have been strengthened equally. 

In the author’s modification of Piergrossi’s method 
he uses a Lilienfeld ampulla without a localizer, an 
anticathode distance of 45 cm.,a membrane of double 
emulsion, a spark of 9 cm., a current of 2 ma.,and an 
exposure of five seconds. He obtains two negatives 
in which only the white parts and those with a 
medium tint are reénforced and the dark regions 
remain perfectly transparant. This method he 
calls “‘mechanical re-enforcement.” ‘The article is 
illustrated. W. A. BRENNAN. 


Sicard, J. A.. and Forestier, J.: Roentgenological 
Exploration by Means of Iodized Oil (Ixplora- 
tion radiologique par Vhuile iodée). Presse méd., 
Par., 1923, XXXl, 493. 

In certain concentrations iodized oil is remarkably 
opaque to the X-rays. The authors have obtained 
very clear roentgenograms in experimental investi- 
gations with this vehicle. 

Iodized oil is well tolerated by the tissues, does not 
cause pain, does not leave any unpleasant or painful 
sequella, and does not have any general toxic action. 
Moreover, it acts therapeutically and when it is 
used in painful regions it has a sedative effect. It 
enters the epidural and subarachnoid cavities and 
even the bronchopulmonary spaces which previously 
were inexplorable by the X-rays. 

The authors use a preparation called lipoidol. 
This is an organic combination of poppy oil contain- 
ing 54 gm. of iodine to the cubic centimeter. 

In the exploration of the subarachnoid space, an 
injection of 1% to 1 c. cm. is made by lumbar 
puncture. 

With suboccipital puncture and injection, lipoidol 
has been found of great value for subarachnoid and 
high spinal explorations. Whatever the technique of 
injection, if the subarachnoid region is obliterated 
by a compressive process the lipoidol will be held or 
imprisoned and the roentgenogram will show the 
site of the intraspinal compression. 

The authors describe also the technique of ex- 
ploring the epidural space and discuss the roentgen 


findings in such conditions as segmental meningitis 
and medullary compression. 

By means of injections of heated lipoidol, Sicard 
and Forestier have been able for the first time to 
obtain perfect roentgenograms of the broncho- 
pulmonary cavities. From 10 to 20 c. cm. of the 
lipoidol are injected through the natural laryngo- 
tracheal route by means of a long canulla passed 
through the glottis or by puncture through the 
cervical fascia and the crico-thyroid membrane. By 
placing the patient in different attitudes the various 
regions may be examined. Tuberculous pleural or 
pulmonary cavities and bronchial dilatations may ' 
be thus manifested. 

Because of its great opacity to the X-rays, its 
tendency to spread, and its harmlessness, iodized 
oil deserves a high position among the substances 
suitable for roentgenological exploration. Its use 
has made possible an effective investigation of cav- 
ities which previously could not be explored with 
the X-ray. W. A. BRENNAN. 


Holzknecht, G.: What Causes the Healing Action 
of Roentgen Rays? Arch. Radiol. & Electrotherapy, 
1923, XXxviii, 85. 

Pordes, F.: In Explanation of the Action of X- 
Rays Is It Necessary to Assume Functional 
and Growth Stimulation? Arch. Radiol. & 
Electrotherapy, 1923, xxviii, 89. 


HOLzkKNECHT states that although the effects of 
roentgen irradiation have been carefully observed 
and minutely described, the manner in which the 
rays act has received very scant attention until very 
recently. During the last few years great effort has 
been directed to the exact measurement of dosage 
and to the devising of methods which will assure 
the equal distribution of a definite amount of roent- 
gen energy in every unit of radiated tissue. 

Attempts to explain the action of the rays have 
met with the difficulty of trying to harmonize 
diametrically opposed actions, one of apparent 
stimulation and the other of retardation resulting 
from different dosages of the same agent. Holz- 
knecht maintains, however, that although it is known 
that roentgen rays destroy living cells and that the 
destructive action varies with the sensitiveness of 
the cells and the dose employed, absolute proof of a 
“stimulative dose” is lacking. If there is such a 
dose the question arises as to whether the effect 
should be ascribed to damage done the cells or a se- 
lective action on the function of increased cell pro- 
duction. The assumption that small doses stimulate 
and large doses destroy is entirely contrary to fact 
for in the first fifteen years of roentgen therapy, 
in which only small intensities were used, the records 
mention only the retarding and damaging effect, 
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whereas in more recent years, when more massive 
doses have been used, stimulative effects have been 
ascribed to the rays. Holzknecht believes that when 
roentgen medication is thoroughly understood it 
will be regarded as a single mechanism rather than 
as one of two contrary mechanisms. 

PorDES maintains that it is irrational to ascribe 
a stimulating action to the X-rays because they must 
exert an effect to which the cells cannot become 
physiologically accustomed. In this connection he 
reports that experiments performed on eggs, seeds, 
and buds showed that while roentgen irradiation 
hastened their development, they were so adversely 
affected that the final result was a deteriorated 
product; hence true physiological stimulation did 
not occur. With regard to the destructive action of 
the roentgen ray it is known that in an inflammatory 
field the leucocyte is the most radiosensitive and 
that the good results following irradiation in the 
treatment of such conditions as phlegmon, erysip- 
elas, glandular tumors, etc., may be attributed to a 
reduction of pressure brought about by a decrease in 
the leucocytes. In certain conditions of the spleen 
and ovary the benefits derived from irradiation are 
most easily explained on the basis of acceleration 
of the circulation. 

In conclusion Pordes states that all roentgen-ray 
effects are comprehensible if the difference in the 
sensitivity of the cells in the radiated zone is kept 
in mind. If the result of the elimination of these 
particular cells is investigated and the biological 
effects on the organ are noted, the conclusion will be 
reached that all roentgen-ray reaction may be re- 
garded as one uniform mechanism which con- 
sistently delays growth and is quite irreconcilable 
with the hypothesis of stimulation. 

Hartunc, M.D. 


Morrell, R. A.: The After-Effects of Certain In- 
dustrial Injuries and Their Treatment by the 
X-Rays. Brit. M. J., 1923, ii, 460. 

Certain industrial injuries often result in limita- 
tion of function due to the formation of an excessive 
amount of fibrous tissue during the process of repair. 
The prolonged course and the uncertainty of the 
results of the usual treatment for such conditions, 
namely, massage and electrotherapy, indicate the 
need for adjunct measures which will hasten restora- 
tion. Roentgenotherapy in a comparatively short 
time changes the scar tissue into a supple vascular 
tissue which does not interfere with function. The 
more recent the injury and hence the less fully 
organized and the more vascular the tissue, the 
more satisfactory are the results. 

The favorable effect of radiation on keloidal tissue 
suggested its application to pathologic conditions 
causing excessive fibrous tissue formation. Clinical 
improvement was shown by: (1) the relief of pain 
due te strangulation of a nerve by cicatricial tissue 
in cases of superficial scars and in certain cases of 
neuromata in amputation stumps; (2) greater and 
more rapid return of freedom of movement in joints 
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after prolonged suppuration and extensive opera- 
tions in their vicinity; (3) a greater range of action 
in cases in which tendons were transplanted because 
of injury of the musculospiral nerve; and (4) im- 
provement in the peripheral circulation when the 
brachial vessels were constricted by scar tissue 
following a gunshot wound. 

The good results thus far obtained suggest that the 
method may prove of value in all conditions in 
which a fibrosis is present and that chronic arthritis, 
lumbago, pleurodynia, sciatica, bronchial neuritis, 
mastitis, obstinate empyema, and chronic bronchi- 
ectasis may be benefited by it. The formula used is 
4 to 5 ma. through a 3- or 4-mm. aluminum filter; 
Coolidge tube; spark-gap of 8 in.; a distance of 12 
in.; time, twelve minutes. No injurious results have 
ever been observed. AvotpH Hartunc, M.D. 


Nakahara, W.: Studies on X-Ray Effects. XIII. 
Histological Study of the Fate of Cancer 
Grafts Inoculated into an X-Rayed Area. 
J. Exper. Med., 1923, xxxviii, 309. 

In a series of experiments cancer grafts were 
inoculated intracutaneously into the groins of a 
number of mice after the areas had been irradiated 
with the roentgen rays with a dosage sufficient to 
produce an erythema. Corresponding areas not so 
irradiated were similarly inoculated. At intervals 
the mice were killed and the grafts and surrounding 
tissues subjected to careful histological study. 

The changes noted in the grafts and the surround- 
ing tissues in the irradiated areas were practically 
identical with those noted by others in cancer cells 
following radiation. First, a lymphocytic, and to a 
less extent, a polymorphonuclear exudation and a 
connective tissue proliferation occurred around the 
neoplasm. A few days later the cancer cells began 
to show signs of degeneration. These degenerative 
changes were associated with a marked swelling of 
both the nucleus and the cytoplasm, loss of the 
structural details, hyperchromatism, pycnosis, and 
finally fragmentation of the nucleus, the appearance 
of vacuoles, an increase in the acidophilic affinity of 
the cytoplasm, and giant cell formation by cell 
fusion. As the lymphocytes and connective tissue 
stroma increased, the cancer tissue was broken up 
into small islands, and in the final stage the pycnotic 
— disintegrated and all traces of living cells were 

ost. 

In order to determine what would have been the 
outcome-of the tumor inoculations, six additional 
mice were subjected to the same roentgen-ray treat- 
ment and inoculations, but were allowed to live. In 
the course of three weeks a tumor-developed from 
five of six inoculations in the protected area but from 
only one of six inoculations made in the roentgen- 
rayed area. 

' The author’s conclusions are summarized as fol- 

ows: 

Cancer cells implanted in skin regions previous- 
ly exposed to an erythema dose of the roentgen rays 
show a series of degenerative changes in every way 
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comparable to the frequently described stages of 
cancer-cell degeneration following roentgen-ray treat- 
ment. The findings contrast strongly with the sur- 
vival and growth of grafts implanted in unexposed 
regions in the same animal. Since the changes are 
the same whether the cancer cells have been directly 
exposed in situ or merely implanted in the previously 
exposed skin, it follows that it is impossible to 
establish microscopically a direct injury from the 
roentgen raying as the principal factor in the ther- 
apeutic action of the roentgen rays on cancer. 
Hartunc, M.D. 


RADIUM 


Quick, D.: The Relative Value of Unfiltered Radium 
Emanation in Deep Therapy. J. Radiol., 1923, 
iv, 318. 

(Juick discusses interstitial radiation and com- 
pares it with the various forms of external radiation. 
He defines interstitial radiation as implanting with- 
in the tissues the unfiltered tubes of radium emana- 
tion. As his comparisons are based on gamma 
radiation only, he includes the use of needles con- 
taining radium element. 

Unfiltered radium emanation tubes are glass ca- 
pillary tubes 0.3 by 3.0 mm. in size which contain 
from 0.5 to 2 mc. of emanation. Quick uses stronger 
tubes in the more bulky tumors, and 0.5 mc. or less 
in those that are smaller. For average lesions, about 
1 me. is the most practical. The tubes are sterilized 
by boiling and then introduced with a special hollow 


trocar needle, being distributed throughout the mass 
homogeneously. The emanation disintegrates slow- 
ly, decreasing in strength approximately 15 per cent 
per day. Thus r me. of radium emanation gives a 
total radiation equivalent to 132 mce.-hrs. 

The advantages of this method include uniform 
distribution of radiant energy throughout the tu- 
mor and almost invariably good results. Complete 
regression of the tumor is attempted in a single ap- 
plication; when this is done, there is absence of 
fibrous tissue due to previous radiation, the local 
effect is more intense, the constitutional reaction 
less, and the treatment is less trying to the patient. 

The flexibility of the method offers many ad- 
vantages. The tubes may be buried in areas where 
it is very difficult to maintain surface applicators 
accurately in place. They may be employed in 
many ways with surgery, particularly for lesions 
of the neck and intra-abdominal growths. 

The use of the emanation tubes is confined largely 
to localized growths. A danger associated with their 
employment is that of spreading infection. The 
danger -from foreign-body action of the tubes is 
practically negligible, and that of sloughing and of 
injury to nerves and blood vessels is not serious. 

The author concludes by stating that his six and 
one-half years of clinical experience with bare 
tubes have convinced him of their superior efficiency 
in the treatment of malignant tumors because of 
the more desirable tissue reaction they produce, the 
flexibility of their application, and the advantage 
of beta radiation. Witiiam L. Brown, M.D. 
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MISCELLANEOUS 


CLINICAL ENTITIES—GENERAL PHYSIO- 
LOGICAL CONDITIONS 


Robertson, B., and Boyd, G. L.: The Toxzmia of 
Severe Superficial Burns. J. Lab. & Clin. Med., 
1923, ix, I. 

When death from burning occurs within the first 
twenty-four hours it is practically always due to 
primary shock; later than this, it is due to toxic 
shock. 

In burnt tissue, and particularly in skin burns, a 
toxin is formed which circulates in the blood within 
the red blood corpuscles and is the cause of the 
symptoms and sometimes of death. 

Extracts of skin burnt during life are toxic, but 
those of skin burnt after death are innocuous. 

Increased protein catabolism in burns is eyidenced 
by an increase in the non-protein nitrogen and urea 
nitrogen in the blood. 

The contents of burn blisters are not toxic. 

Whole citrated blood from cases of burn is toxic. 
The blood serum is not toxic. Solutions of the cor- 
puscles properly treated are more toxic than whole 

lood. 

The toxic substance consists of two parts, one of 
which is thermostabile, diffusable, and neurotoxic, 
and the other thermolabile, colloidal, and necrotoxic. 
Chemically the toxin consists of primary and second- 
ary proteoses. 

No evidence of the formation of antibodies against 
the toxin has been found. SamuEL Kaun, M.D. 


Ljalin, I. L.: The Pathologic Anatomy of the 
Adrenals in Spontaneous Gangrene (Zur 
pathologischen Anatomie der Nebennieren bei der 
spontanen Gangraen). Verhandl. d. Russ. Chir. 
Pirogoff-Ges., Petrograd, 1922-23. 

Seventeen adrenals taken from seventeen men 
between the ages of 25 and 45 years showed marked 
development of Virchow’s intermediary zone with 
extensions in the medullary substance. The medul- 
lary substance showed disseminated cellular groups, 
the cells of which resembled those of the inter- 
mediary zone after intensive staining with eosin, 
but were lacking in lipoid substances. 

The stratum fasciculare was very rich in lipoid 
substance and its structure was not as regular and 
well developed as in the normal adrenal. The 
stratum glomerulosum was very poorly developed or 
entirely absent. The medullary substance was 
present in large amounts and grouped around the 
seventh central vein; the cells contained chromaffin 
bodies and lipoid substances, but the latter did not 
show double refraction. In a few instances the central 
portion of the medullary substance consisted of 
cells which resembled normal medullary cells but 


showed no reaction with chromic salts. These are 
probably younger cells of the medullary substance. 
Bock (Z). 


Magrou: The Etiology of Cancer (L’étiologie du 
cancer). Presse méd., Par., 1923, xxxi, 285. 


In spite of all research, the etiology of cancer 
remains obscure. Histologic study leads to many 
different observations and diverse classifications but 
does not bring us any nearer the cause of the dis- 
ease. 

In the first stages of development all living or- 
ganisms resemble each other, but soon in the con- 
tinued division of cells differentiation occurs and 
the more differentiated the cell becomes the greater 
its loss of multiplying power. The author discusses 
karyokinesis and draws the conclusion that the 
growth of tumors must depend upon the division of 
cells of a single type. Benign and malignant tu- 
mors are defined and metastasis is explained on the 
basis of lymphatic and blood-vessel transmission. 

The factor causing karyokinetic division is dis- 
cussed next. Inthe human egg the sperm is necessary 
to start division; in certain plants, parasites are 
sometimes the causative agents. 

In the search for a bacterial cause of cancer no 
micro-organism has been found, but the possibility 
of an infectious origin is suggested when secondary 
tumors are produced by inoculating filtered por- 
tions of tumor in which all cell structure has been 
lost. There seems to be some resemblance between 
the crown gall of vegetables and cancer in man, but 
the origin of the crown gall is as obscure as that of 
cancer. 

Even if the hypothetical microbe of cancer were 
discovered it would still be necessary to find out how 
it acts. The growth of the bacteria would have to 
fit in with the biological factor which seems to 
govern tumor growth. As eggs have been germinated 
by mechanical or physiochemical means, we must 
consider whether or not a physiochemical factor 
does not enter into karyokinetic cell division. 

Vibrations and resonance have also been studied 
as possible causative factors. In this connection 
the author discusses Perrin’s theory of light and 
transformation of matter. 

One theory that might be applied to living tissues 
is that the disturbance of the centrosomes of the 
chromatin in the cell nucleus ending in karyokinetic 
division may be caused by luminous or ultra- 
luminous radiations. If irradiation is capable of 
destroying tumors it may also cause them. This 
is suggested by cancers resulting from exposure to 
the X-ray and radium. 

Potassium, which is feebly radio-active and is 
present in cells, may have a biological effect leading 
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to cancer. Troisier and Wolf have shown recently 
that potassium salts favor the growth of cancerous 
afts. 
i conclusion the following theory is offered: 
Under the influence of a high-frequency light 
wave (or an equivalent radiation) emitted by a 
radio-active element—even potassium—the cells 
take on a certain vibration resulting in karyokinesis 
according to their sensitiveness to the light wave. 
In a state of normal equilibrium this process ends 
in the karyokinesis necessary for growth and re- 
generation of the tissues, but if for some reason the 
equilibrium is broken, the intensity of the radiation 
becomes greater and the number of karyokinetic 
divisions increases up to the point of tumor growth. 
KELtocc SPEED, M.D. 


Roncali: A Survey of the Experimental Investi- 
gations on the Etiology and Pathology of Car- 
cinomatous Neoplasms (Del modo come va 
intesa sulla fede dell’indagine sperimentale l’etio- 
logia e la patogenesi delle infezioni od infiammazioni 
carcinomatose). Amn. ital. di chir., 1923, ii, 43, 
265, 699. 

The essential or primary cause of the occurrence 
and development of carcinomatous neoplasms in the 
viscera and the parenchymatous and other tissues of 
the higher vertebrates is solely and exclusively the 
complex action of a living substance of parasitic 
nature which is foreign to the organism in which the 
blastoma develops. 

Carcinoma develops because, among the elements 
composing the tissues, there are certain types of cells 
which are potentially anaplastic. Although these 
cannot of themselves cause malignant changes, they 
form the nidus wherein the parasitic organism caus- 
ing carcinoma develops. 

The blastomycetes are found in a large number of 
epithelial, connective tissue, and mesenchymal car- 
cinomata, in the cellular protoplasm, among the 
cellular pillars, in the supporting connective tissue, 
occasionally within the nuclei, and, rarely, in the 
protoplasm of the metastatic growths. 

The blastomycetes found in the midst of carci- 
nomatous substances appear as spherical, ovoidal, 
kidney-shaped and triangular organisms; some are 
extremely irregular in outline. They vary in size 
from that of a red corpuscle to that of a large sar- 
comatous cell. They consist of a homogeneous 
hyalin capsule with concentric rings. 

The blastomycetes found in carcinomatous tissue 
are subject to degenerative changes, either a loss of 
chromatin or calcification. The latter process may 
increase their size to that of a giant-cell of an osteo- 
sarcoma or a large tubercle. 

Frequently the blastomycetes developing in the 
substance of a blastoma of the higher vertebrates 
can be cultured in pure form provided they have not 
undergone degeneration. 

In the process of their development, blastomy- 
cetes elaborate a toxin which causes a local inflam- 
matory reaction eventually resulting in a neoplastic 


change of a carcinomatous type and ultimately in 
metastasis. 

The blastomycetes of the higher vertebrates cause 
malignant neoplastic changes by the formation of 
soluble toxins which act as chemical irritants. 

The toxin of blastomycetes is a substance possess- 
ing colloidal properties not unlike those of the toxins 
of the various pathogenic micro-organisms. 

When the toxin of the blastomycetes enters the 
circulation, it comes into contact with all the cellular 
structures, but only cells with a lessened power of re- 
sistance unite with it. 

Cells of lowered anatomical and physiological re- 
sistance evince a marked affinity for these toxic ele- 
ments; consequently they are potentially patho- 
logic, potentially anaplastic. 

While the endotoxin of certain micro-organisms is 
responsible for various types of infections and in- 
flammations, the toxin of the blastomycetes is re- 
sponsible for one particular type of reaction—that of 
carcinomatosis. 

The toxic colloids of the blastomycetes excite an 
atypical reaction, a proliferation of these potentially 
anaplastic cells, not by an extra- or intra-cellular 
catalytic action, but by a physicochemical combina- 
tion with the protoplasm of the cell whereby is 
formed a new product, a pre-carcinomatous proto- 
plasm from which carcinomatous cells develop. As 
these cells are the result of an unnatural combination 
between vegetable and animal colloids and are en- 
dowed with certain specific attributes transmitted 
without loss or change to the successive generation 
of cellular structures, they possess functional and 
biological properties not found in any other type of 
animal cell. 

These cells, once detached from their source of 
origin and carried by the lymph and blood channels 
to remote or proximate areas are capable of multi- 
plying indefinitely, of maintaining their character- 
istics, and of reproducing the same action and re- 
action as that manifested at their site of origin. 
They cause the phenomenon of metastasis by one of 
the four following methods: 

1. By their multiplication at the new site, i.e., 
metastasis by specific action of the differential neo- 
plastic cell. In this type of growth the neoplasm has 
a histologic structure identical with that of the pri- 
mary mass. 

2. By multiplication of the embryonal cell not 
differentiated from the ovoblastoma or the spermio- 
blastoma, i.e., metastasis by specific action of the 
undifferentiated neoplastic cell. In this type, the 
histologic structure of the metastatic growth may 
sometimes differ from that of the primary neoplasm, 
the ovoblastoma and the spermioblastoma, but al- 
ways shows a marked difference from that of the 
tissue in which it is formed. 

3. By multiplication of the connective-tissue cells 
of the region in which the carcinoma cells take hold, 
a phenomenon determined by the elimination of 
a parasitic toxin contained within the malignant 
epithelial cells, i.e., metastasis by direct infective 
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action of the carcinomatous cell. In this case the 
histologic structure of the metastatic mass differs 
from that of the original neoplasm. 

4. By blastomatous changes of the connective- 
tissue elements at the site to which the carcinoma- 
tous cells of the original growth have migrated—cells 
containing blastomycetes or other organisms capable 
of originating anaplastic changes, i.e., metastasis by 
indirectly infective action of the anaplastic cell and 
by directly infective action of the parasites contained 
within the migrated cell. In this case the histologic 
structure of the metastatic mass is completely differ- 
ent from that of the primary blastoma. 

Every carcinoma is the result of a functional and 
morphological perversion of the cells constituting it; 
consequently the cells that form the structure of a 
blastoma can never be analogous to those of the adult 
or embryonal organs of man, but must be atypical. 
Their secreted products must also be atypical. 

Morphologically, the carcinomatous cell differs 
from the physiological and approaches the patho- 
logic cell of the various infective and inflammatory 
processes, presenting all the anomalies of form and 
all the deviations of development and reproduction 
that are observed in the cells of the various acute, 
subacute, and chronic stages of inflammation. Ac- 
cordingly it may be stated that before these cells 
become definitely cancerous, they must pass through 
all the stages of change from an acute to a markedly 
chronic inflammatory reaction. 

In physiology, the recapitulation of phylogene- 
sis is ontogenesis, whereas in pathology it is carcino- 
mogenesis. 

While spontaneous carcinoma is a disease which 
begins with an infection or inflammation of a cell or 
group of cells in which blastomycetes have become 
localized, experimental carcinoma is a disease which 
begins as a toxicosis of one or a group of cells due 
to the inoculation of the toxin of the blastomycetes 
to or the inoculation of the blastomycetes them- 
selves. 

The injection of a pure culture of blastomycetes or 
the toxin of this parasite into animals, particularly 
the dog, has been followed by the development of 
various types of carcinoma such as epithelioma, 
adenocarcinoma, lymphoma, sarcoma, and gliofibro- 
endothelioma. 

Anatomical, pathological, clinical, and therapeutic 
criteria indicate that the types of parasites respon- 
sible for blastomata are multiple, but to date only 
the blastomyces has been recognized. 

Recent studies of carcinomata in the hen have 
shown that many of these blastomata are due to 
ultramicroscopic organisms. This suggests that 
further investigations may reveal an ultra-micro- 
scopic organism as the cause of spontaneous car- 
cinoma. 

The future treatment of carcinoma should consist 
in the excision of the mass plus the injection of sera, 
either a specific serum or a chemical capable of de- 
stroying carcinomatous cells beyond the area of 
excision. 


Because of the multiplicity of the parasitic types, 
the specific immune sera and specific chemicals 
essential for the treatment of carcinomata must be 
of various types. As many sera are necessary as there 
are species of organisms. 

Immune sera will be efficacious only insofar as 
they possess a triplicate action, anti-esotoxic, anti- 
endotoxic, and cytolytic. James V. Riccr, M.D. 


Kupferberg: New Methods in the Treatment of 
Cancer (Neue Wege in der Krebsbehandlung). 
Muenchen. med. Wchunschr., 1923, \xx, 6. 


It has been observed that recurrences a/ter 
roentgen-ray treatment are refractory to the roent- 
gen ray, but respond to radium, and that recur- 
rences after treatment with radium are refractory 
to radium, but respond to the roentgen ray. The 
author has noted, however, that these recurrences 
react again to the means which were originally 
successful (radium or roentgen ray) if colloid copper 
or selenium is introduced into the recurrence nodules 
by multiple, drop-by-drop injections with a Pravaz 
syringe or by galvano-cataphoretic means. 

Excellent results have been obtained by embed- 
ding capillary glass tubes filled with radium emana- 
tion, particularly in cases of carcinoma of the tongue 
and the prostate; disadvantages are only the severe 
pain from the irritation by the foreign bodies (es- 
pecially in cancer of the tongue), which persists 
long after their removal. To obviate this, the author 
had capillaries of the same shape made from an ab- 
sorbable material and filled them with thorium-X, 
which has the same half-value-time of four days 
as the gaseous radium emanation and, being solid, 
does not require a glass capillary. The tumor is 
pierced with trocars, and the thorium pencils are 
let down into the hollow spaces so formed. At the 
end of about two weeks the pencil is absorbed, 
without having caused pain or irritation, and dur- 
ing this time the thorium-X is continuously working 
on the tumor by alpha and beta rays. 

Another method of employing the radiations of 
radio-active substances over a long period of time 
is the use of the soluble and the insoluble salt of 
the first stage of thorium-X, radiothorium, which 
has a half-value-time of one and three-quarter years. 
The soluble salt has been already used successfully 
in intravenous injections by Lazarus of Berlin as 
an auxiliary to the local treatment of carcinoma. 
The author had the insoluble salt prepared in her- 
metically sealed ampoules, sterile, and in suspension 
(25 mgm. of thorium oxide to each ampoule, cor- 
responding to a gamma radiation of o.1 mgm. of 
radium bromide). After this slightly milky fluid 
had been well shaken, he injected it drop by drop 
into accessible carcinoma nodules, infiltrating the 
tumors again and again. Without any reaction the 
tumors forthwith began to shrink, and after six to 
twelve weeks had almost entirely disappeared. The 
maximum dose was one ampoule. No change in the 
blood was noted. The infiltrated insoluble salt could 
be seen in the roentgenogram for as long as four 
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weeks. Up to the present time five cases have been 
successfully treated and have been under observa- 
tion for three months. 

On account of the long half-value-time of radio- 
thorium (one year and three-quarters), a second 
and more extensive injection is not advisable be- 
fore six months at the earliest. The best dosage 
and the possible cumulative effect of the rays must 
be determined. The combined use of the roentgen 
rays is of advantage as this liberates the secondary 
rays of the deposited insoluble radiothorium. By 
this treatment a particularly rapid and successful 
result was obtained in a case of recurrent carcinoma 
of the uterus. TOELKEN (Z). 


Paterson, H. J.: Are the Results of the Operative 
Treatment of Cancer Better Than Twenty 
Years Ago? Bril. M. J., 1923, ii, 556. 

Believing that the operative results for cancer 
are not any better today than twenty years ago, the 
author warns against general dissection of the 
lymphatic barriers about malignant neoplasms. 
The primary growth should be removed first and 
the involved regional lymphatics at a later date. 
The incidence of three-year cures following radical 
operation for cancer of the breast by the Halsted 
method (41 per cent) is practically the same as it 
was when the axillary glands were dissected only 
when they showed definite involvement. 

P. VAN WaAGENEN, M.D. 


Juengling, O.: Roentgen Treatment in Surgery 
(Roentgenbehandlung in der Chirurgie). Strahlen- 
thera pie, 1923, xiv, 761. 

After a short technical and biological discussion 
the author reviews the results obtained with roent- 
gen treatment in the surgical clinic of the Univer- 
sity of Tubingen. The dosage was based upon the 
so-called biological system of measurement, the unit 
of which is the skin erythema dose, roo. 

Juengling distinguishes three stages of reaction: 
(1) the early reaction, which appears a few hours 
after the treatment and disappears in a few days; 
(2) the actual roentgen reaction, all phenomena dur- 
ing the first four weeks; (3) the late reaction, all 
symptoms appearing after the first four weeks. Con- 
nective-tissue reactions are produced by doses in 
excess Of too per cent of the skin erythema dose. 
When they occur, suspension of the treatment is 
indicated and no further dose may be given until they 
have completely disappeared. Because of the danger 
of a cumulative effect the treatment should never be 
given during the period of latency. In the connective 
tissue the period of latency is from eight to ten weeks. 
If no chronically indurated oedema of the skin has 
developed after this length of time the treatment 
may be repeated. It should then not be given again 
until after the lapse of at least three months. 

The destructive dose for the carcinoma cell is 
usually tro per cent of the skin erythema dose, but 
In some cases smaller doses have been successful. 
The results in cancroids have been generally good in 


Juengling’s experience. The technique is a 30-cm. 
focal skin distance, 1-2 mm. Al (when deeper, 0.5 
mm. Zn), a 130-150 per cent dose. 

In the last few years six carcinomata of the eyelid 
with involvement of the eyeball have been treated 
with the roentgen ray in the Tubingen clinic. Four 
have remained cured for two years; the two others are 
still under treatment. No stimulation of growth 
by the treatment has been observed. 

For carcinoma of the lip not too far advanced the 
author advises operation. Within the mouth, roent- 
gen treatment does not give very satisfactory re- 
results; radium is more effective. In cases of car- 
cinoma of the tongue, extirpation of the glands is 
necessary. 

Carcinomata of the alimentary tract do not offer a 
good opportunity for roentgen treatment as the ad- 
ministration of the smallest dose is apt to damage 
the spleen and the adrenals. In inoperable carcinoma 
of the stomach, however, this treatment should be 
tried. In cases of carcinoma of the rectum, roentgen 
treatment should be given only when the condition is 
inoperable and after the establishment of an artifi- 
cial anus. The results are usually not very encourag- 
ing but Perthes’ clinic reports cures of four years’ 
duration. Common to all cases of rayed carcinoma 
of the rectum are severe intoxication phenomena 
which greatly lower the vitality. The application of 
the minimum dose in carcinoma of the rectum makes 
as great a demand on the organism as operation 
when the carcinoma is operable. 

In the treatment of carcinoma of the bladder, 
prostate, and bile ducts with the roentgen ray ex- 
perience is still too limited to justify a statement of 
the results. With regard to carcinoma of the breast 
it is generally agreed that all operable cases should 
be operated on as early as possible. In inoperable 
cases, it is sometimes possible to achieve excellent 
palliative results and occasionally to obtain a per- 
manent cure. In the Tubingen clinic one such favor- 
able case was rayed three years ago for metastases in 
the skin. As a rule immediate good results have been 
followed by metastases. The roentgen technique in 
carcinoma of the breast is particularly difficult. For 
the present, Juengling has discontinued the prophy- 
lactic roentgen treatment of this condition on account 
of the general destruction connected with it (changes 
in the blood and connective tissue). 

The results of exclusive roentgen treatment of car- 
cinoma of the tongue, stomach, and rectum do not 
encourage its use as a prophylactic measure in cases 
which have been operated on. In cancroid of the 
skin and carcinoma of the lip the results of operation 
are so good that postoperative prophylactic raying 
is superfluous. 

Roentgen treatment of sarcoma offers better pros- 
pects. At least, this is indicated by its immediate 
effect. With the present technique, prompt relief of 
symptoms is obtained in about 30 per cent of the 
cases. In 45 per cent, however, only partial retro- 
gression of the tumor results. The sensitiveness of 
sarcoma to the action of the roentgen ray varies 
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within very wide limits. There are absolutely re- 
fractory sarcomata, such as the melanosarcoma, and 
also very sensitive forms, such as the lymphosar- 
coma, which may retrogress after the application of 
even a small fraction of the dose. In Juengling’s 
opinion the excision of a specimen of tissue for diag- 
nosis does not stimulate a sarcoma to more rapid 
growth. 

In sarcoma of the jaw roentgen treatment should 
be given only when the condition is inoperable; in 
other cases better results are obtained by operation (a 
permanent cure in 30 per cent). In sarcoma of the 
sternum, shoulder girdle, and pelvis, and in peri- 
osteal sarcoma roentgen treatment is more efficacious 
than operation. In central sarcoma of an extremity 
no time should be wasted on roentgen treatment. 
In the results of roentgen treatment of brain tumors 
surprising improvement has been observed. In cases 
of en of the nasopharynx the prognosis is 
good. 

Roentgen rays are not a specific in tuberculosis. 
Their non-specific action differs decidedly in foci in 
different situations. Roentgen treatment in tuber- 
culosis should be regarded as supplementary to con- 
servative measures. A symptomatic cure is ob- 
tained in from 80 to go per cent of the cases. Tuber- 
culous peritonitis is well suited to roentgen treat- 
ment, especially the dry forms. The dose is 10 per 
cent of the skin erythema dose. In cases of tubercu- 
losis of the kidney and of the epididymis no positive 
cure has been seen in Perthes’ clinic. In tuberculosis 
of the bladder the roentgen ray may be used as an 
adjunct to the usual measures. In bone and joint 
tuberculosis operation is indicated by the presence 
of a separated sequestrum. Children with bone 
and joint tuberculosis should be given conservative 
treatment; in this, the roentgen ray is a valuable 
adjunct. Roentgen treatment is especially suitable 
for tuberculosis of small bones and joints and cases of 
mixed infection. Good results often follow roentgen 
treatment of joint tuberculosis in the aged. In all 
joints of the extremities, Juengling uses the so-called 
reconstruction method with bolus alba or radio- 
plastin. The roentgen ray is especially valuable in 
the treatment of tuberculosis of the wrist, butin that 
of the knee and tendon sheaths its results are gener- 
ally unfavorable. 

Roentgen treatment of actinomycosis is particu- 
larly successful. 

The article is concluded with a technical discus- 
sion of the measurement of the roentgen rays and a 
table of doses for different depths under various 
conditions. RIEDER (Z). 


Seyerlein and Hoelzel: The Treatment of Sarcoma 
(Zur Sarkombehandlung). Beitr. z. klin. Chir., 1923, 
CXXvili, 590. 

A study of indications for roentgen treatment was 
made in thirty-three cases of sarcoma at the Wuerz- 
burg clinic. Ten were cases of recurrence after 
operation, twelve were found inoperable at opera- 
tion, six were recognized as inoperable at the be- 
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ginning, and only five were conditionally operable. 
In 33 per cent the primary tumor disappeared under 
roentgen treatment; only 18 per cent remained 
completely uninfluenced. The total number of cases 
treated by X-ray and combined treatment, i.e. 
cases operated upon and subsequently rayed, dur- 
ing the past three years, was sixty-four. In only 
seven of these was the treatment of a palliative 
nature. Of the remaining fifty-five patients, twenty- 
five died during the year following the treatment and 
thirty are still alive. The greatest length of time 
since the treatment in the cases of those still living 
is four years. The author assumes that all those 
who have remained well for over one year are out 
of danger. If this is correct, the number of per- 
manent cures was eighteen (33 per cent). This 
percentage agrees with the report of Seitz and 
Wintz on extragenital sarcomata treated by the 
roentgen ray exclusively. 

In the Wuerzburg clinic, sarcomata were treated 
with a relatively high dose, the “sarcoma dose” 
being regarded as a medium dose. In cases of bone 
tumors the “carcinoma dose” was employed from 
the first. Prophylactic roentgen treatment after 
operation was carried out in the same manner, but 
seldom more than 70 per cent of the skin-erythema 
dose was applied. Repetitions of the treatment 
were undertaken, if at all, only after at least eight 
weeks had elapsed. Prophylactic treatment is espe- 
cially indicated in sarcoma because there are thor- 
oughly proved cases which have been cured by 
roentgen treatment, and sarcoma often metastasizes 
by way of the clefts in the tissue and the lymph 
channels. 

As to primary X-ray treatment of sarcoma, the 
authors hold that there can be no question but that 
it is definitely indicated in cases of inoperable sar- 
coma. In primary sarcoma of the lymph glands, in 
which surgery is usually of no avail, the results of 
roentgen treatment are very good. Improvement 
and even a temporary clinical cure have often been 
observed, even in inoperable cases. In sarcomata 
of the skin in uncovered parts of the body, espe- 
cially the face, roentgen treatment is preferable 
to surgery. If prompt results are not obtained, a 
repetition of the treatment is contra-indicated by 
the danger of skin necrosis and other disagreeable 
phenomena in the healing of the wound in case 
operation is performed later. The choice between 
X-ray and surgical treatment is most difficult in 
sarcoma of the shoulder girdle, the pelvis, or an 
extremity. Sarcoma of the soft parts generally re- 
acts well to the roentgen ray. If it is operable with- 
out mutilation, it is best to operate and apply the 
roentgen ray afterward. The results of resection 
of the shoulder girdle or pelvic girdle are oiten 
very poor. With regard to periosteal sarcoma the 
author states that in spite of the favorable reports 
which have been made, it is not at all certain how 
much roentgen treatment can improve the unfavor- 
able prognosis, but the results so far obtained are 
encouraging. CreEITE (Z). 
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HOSPITALS; MEDICAL EDUCATION AND 
HISTORY 


Newman, G.: Permeation of the Medical Curricu- 
lum by Preventive Teaching. Brit. M. J., 1923, 
ii, 347- 

In 1922, by a resolution of the General Medical 
Council, the medical curriculum in Great Britain 
was completely revised to make it more preventive 
in purpose. The medical schools have already made 
arrangements to carry out the recommendations of 
the Council. 

There were two fundamental reasons for the new 
attitude. First, it has come to be recognized that, as 
compared with the twenty-three centuries since 
Hippocrates, we are living in a Golden Age of 
medicine, the chief glory of which has been the ad- 
vance of prevention; and secondly, it is now general- 
ly acknowledged that the ultimate purpose of the 
science and art of medicine is not to cure the in- 
dividual patient only, but to seek out the laws or 
principles which govern health. 

Newman gives statistics for England and Wales of 
four victories in preventive medicine, namely: 
typhoid fever, smallpox, tuberculosis, and infant 
mortality. The factors which have given the results 
in these four conditions are improved sanitary en- 
vironment, vaccine, personal and social hygiene, and 
enlightened motherhood. 

The medical curriculum can be permeated with 
the spirit and methods of prevention to aid in con- 
quering 80 per cent of the common conditions the 
doctor is called upon to treat. 


The student shovld ask himself: Why is this 
patient here? What is the physical or social com- 
plex that has made his body depart from the normal? 
To what stresses and exhaustion has he been sub- 
jected? How did he acquire this condition that 
troubles him and me? j 

The preventive attitude of the student cannot be 
left to opportunity. It must be provided for. First 
of all, he should get a clear and fair “scratch line.” 
He must know the physiological standard of health 
and capacity from which he starts. Next, he must 
become keen in the search for the primary and 
secondary causes of the morbid condition he is in- 
vestigating. Lastly, he must habituate himself to 
think widely and resourcefully of the means of preven- 
tion. Poverty, industry, personal habits, social con- 
ditions and channels of infection must be considered 
as well as the grand category of preventive thera- 
peutics, including drugs, vaccines, sera, organo- 
therapy sunlight, electricity, radium, massage, 
psychology, and the wider factors of environment. 
He must learn by ingenuity to apply and adapt all 
knowledge to the harnessing of disease as a whole. 
The patient is to be cured; yes, but out of the patient 
is to be wrought an understanding of, and an attack 
upon, and the prevention of, the particular disease 
from which he suffers. While the student may not 
be able to practice prevention as he learns to practice 
the cure, the issues raised being beyond his immedi- 
ate control, he should remember that to prolong 
human life and make it fuller, better, and more ef- 
fective, is the master task of mankind. 

Cart R, StEInKE, M.D. 
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